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ELECTRO-CONVULSIVE TREATMENT IN MANIC 
DEPRESSIVE PSYCHOSIS; 


a Statistical Evaluation* 


Dr. AvoL_F SIEGMANN! 


One of the commonest phy sical treatments in psy chiatr Vv is Electro Convulsive 
t herapy introduced by Cerletti and Bini about 20 years ago. In many psychiatric 
centres it is given almost as a routine. Many consider it a specific symptomatic 
treatment in depression whether arising in manic depressive psy chosis or ye 
psychiatric conditions. It is widely used as a treatment for mania. E.C.T. i 
thought to shorten manic Gupremave ‘illnesses and some authorities such as Saini 
and Friedmann and Wortis (1,2) believe that E.C.T. lengthens the remissions 
between the attacks. 

This paper reports a statistical investigation of the influence of E.C.T. on 
the course of manic depressive psychoses. 


The review of the literature 

Sixty-seven papers referring to the treatment of manic Gepressive “re 
were analysed. It is impossible to refer to all of them in this paper All the 
papers were divided into the following + groups: 
1) Those dealing with the general results of E.C.T. in manic depressive 
psy chosis. The most representative of this group of papers is the investigation 
of Kalinowsky (3) who found, that E.C.T. shortens the attacks of manic de- 
pressive psychoses, but he did not analyse his data statistically and based his 
conclusions on purely clinical impression. 


2) Those which assess the results of E.C.T. in percentages of recoveries. The 
most representative of this group of papers is the paper by Scherer (4). He 
stated that the rate of recovery in patients treated by E.C.T. is 49% and the 
recovery rate of the untreated patients is 35’. However, he does not take into 
consideration the time necessary for recovery and since attacks of manic 
depressive psychosis run a natural course ending with spontaneous recovery, 
the meaning of the percentages he gave is rather ambiguous. 


3) Those which report investigations trying to relate more precisely the effects 
of E.C.T. to symptomatology. The most representative paper is by Karagulla 
(5). She discovered that E.C.T, influences benefically some of the worst 
symptoms of depressions. However, she did not take into consideration the 
length of time between the beginning of the attack and the commencement of 
treatment. 


4) Those which report investigations dealing with the influence of E.C.T. on 
the duration of the attacks, but take into consideration only the time spent by 
the patients in the hospital. The most representative paper is that by Huston 
and Locher (6) who have found that the hospitalization of the patients was 
shortened from 15 to 9 months. However, these authors had only 80 untreated 
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and 74 treated attacks, and they did not take into consideration the period of 
time between the onset of the symptoms and the admission into hospital. 

Perusal of the literature shows that most papers are concerned with the 
difference between the recovery rate of the patients who received E.C.T. and 
those who did not. Most of the authors compare the recovery rate of manic 
depressive psychoses in the pre-E.C.T. era with the recovery rate since the E.C.T. 
was introduced. The conclusions drawn are sometimes misleading because the 
samples of the patients are not properly matched. Variables such as family 
history, social factors, age of the patients, their constitutions, the conditions in 
the hospitals, and the policy of discharge carried out by the various hospitals 
are not controlled. Some s samples used in the investigations are biased because 
they do not include the ambulant cases. The statistical comparisons given usually 
in percentages are therefore misleading. When drawing conclusions as to the 
results of the E.C.T. one has to relate them to the natural history of manic 
depressive psychoses as described in the classical papers of Kraepelin, Lange, 
Panse and Mauz. (7, 8, 9) 

The only exceptions are the investigations of Lewrenz (10) and Kinkelin 
(11). They used the patients suffe ring from manic depressive psychoses (cyclic 
psy choses ) ‘as their own controls. These authors compared the duration of the 
psychotic episodes with E.C.T. and without E.C.T. in the same patients. Lew- 
renz found that there was no difference in the duration of the psychotic episodes, 
but he doubted his own results because he investigated only a small number of 
patients. Kinkelin used a somewhat larger series and she came to the same 
conclusion regarding the duration of the psychotic episodes, either treated 
untreated. 

This paper reports an investigation on a larger number of patients with an 
attempt to control all possible variables. 


The Method 


The patients for investigation were chosen from 30,000 consecutive admis- 
sions into the “Allgemeines Krankenhaus Langenhorn”, Hamburg, West Germany 
during the period of time from 1946 to 1954. From this material 100 patients 
who suffered from manic depressive psychosis were chosen. Only those 
patients were included in the s sample who had had both psychotic episodes during 
which they received E.C.T., and psychotic episodes during which they did not 
receive E.C.T. All the 100 patients included in the sample were consecutive 
admissions which satisfied the criteria mentioned above. There were 50 men 
and 50 women. At the time of the investigation their average age was 51 years. 
All patients had more than one psy chotic episode. The average number 
of episodes was 5 (from2to17). Fifty patients had suffered from depressive 
attacks alone, five from manic attacks alone, and forty-five from both depressive 
and manic attacks. In each case the records relating to the patients previous 
admissions were carefully analysed. Where a patient had suffered a previous 
attack in another hospital, or was treated as an out-patient, his record was 
obtained. In the analysis of the case histories of all the attacks of all the patients, 
the following factors were taken into consideration: 


a) The family history of the patient (heredity). 
b) The constitution of the patient. 
c) The sex of the patient. 


d) The age of the patient at the first attack. 
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The total number of attacks was 496; 260 were untreated, 236 were treated by 
E.C.T. For each individual attack the following factors were taken into 
consideration: 

1) The type of attack (depressive or manic). 

2) Precipitating factors. 

3) The mode of onset (insidious or acute). 

+) The patient’s age at the attack. 

5) The duration of the attack. 

6) The duration of the hospitalization. 

7) The type and timing of treatment. 

8) The mode of recovery. 

9) The duration of the remission after the previous attack. 

In the assessment of the duration of each individual attack the time of the onset 
was elicited from the patient and the patient’s relatives. The time of the 
admission to the hospital, the time of discharge from the hospital, and the time 
of complete recovery (and of convalescence) was compared. 

The duration of the attacks was calculated in days. A preliminary graph 
was prepared, illustrating the life-course of each individual patient and the 
duration of each individual attack. It was found that for the individual patient 
there was no specificity in duration of attacks, (there was no tendency for some 
patients to have long attacks and for some others to have short attacks.) There- 
fore, in the statistical analysis the individual attacks were treated independently. 

In spite of the fact that E.C.T. was introduced in the “Allgemeines Kranken- 
haus Langenhorn”, Hamburg in 1946 there is no relation between the date of 
the attack and the use of E.C.T. (There is no tendency for earlier attacks to 
be untreated and the later to be treated.) The reasons for this are the following: 


1) E.C.T. was introduced in Germany in different hospitals at different 
times. In some hospitals it was introduced as early as 1941; in others 
it was introduced later. 

2) Some psychiatrists are reluctant to use E.C.T. 

3) In some cases E.C.T. in an early attack was followed by a complica- 
tion such as fracture and was not applied in the subsequent attacks. 

The average number of treatments per attack was 8.6 (from 1 to 154). The 
average number of treatments per attack for the female patients was 6.9 (from 
2 to 61), and for the male patients 10.5 (from 1 to 154). These average numbers 
of treatment agree with the usual numbers of treatment given in manic depressive 
attacks as reported in the literature. 

The data were analysed statistically by the “Statistisches Landesamt Ham- 

burg” by the following technique: 

~The variance feed the measurements in the samples was calculated by the 


formula S? a The scatter of the means of all the subgroups round the 


grand means of ie aie sample was calculated by the standard error ,/ ~ ox, 


Also the fiducial limits (confidence interv oe were calculated for all ~y means 
at 3 levels of probability for 1 Sigma (68.26%), for 2 Sigmas (95.44%), and for 
3 Sigmas (99.73 — 

The durations of the attacks and of the intervals between the attacks were 
also analysed by using the “t” test. (“In order to use parametric statistics the 


® See the Appendix Table 1. 
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Sickness whether treated or untreated 


by EC 


Sex and other differences 


Duration of all cases 

Duration without ECT 

Duration with ECT 

With insidious onset 

Duration without ECT 

Duration with ECT 

Duration of attack before ECT start 

Duration of attack after ECT started 

Duration of attack till improvement 
without EC] 
with ECT. 

With acute onset 

Duration without ECT 

Duration with ECT. 

Duration of attack before ECT start 

Duration of attack after ECT started 

Duration of attack till improvement 
without ECT 
with ECT 

Vale 

Duration without ECT 

Duration with ECT 

Female 

Duration without ECT 

Duration with ECT 

Duration of hospitalization 

Without ECT 

With ECT 

Male without ECT 

Male with ECT 

Female without ECT 

Female with ECT 

Course of Attacks 

Duration of attack before ECT start 

Duration of attack after ECT started 

Duration of attack till improvement 
with ECT 
without ECT 

lime between starting of ECT and 
beginning of improvement 


TABLE I 


Average 
duration of 


the attack. In 
( ) number of 
attacks 


the 
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lime between beginning of improvement and 


end of attack with ECT 
without ECT 
Heredity 
\bsent, without ECT 
Absent, with ECT 
Present, without ECT 
Present, with ECT 


data were normalized. The distributions, being markedly skewed, were trans- 


formed to a logarithmic base metric. The distribution in the case of duration 


4 (496) 
4 (260) 
8 (236 


ann 
Un ubke 


9( 62) 


0O( 61) 
7( 62) 


0 (132) 
2 (104) 


2(128) 
6(132) 


3 (229) 
6 (234) 
7(119) 
9(103) 
7 (109) 
3(131) 


.0 (236) 


3 (236) 


7 (236) 
0 (216) 


4 (236) 


9 (236) 
4(216) 


of attack were transformed using the formula: log 


data dealing with the duration between attacks, the distributions were normalized 
on the basis of the formula: log x + 34”).** 


°° See the Appendix Table 3. 
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Confidence interval of various 
levels of probability 


1 Sigm. 
68.26%; 


12 
17 
16 


04 


57 
23 


71 
86 


19 


48 


10 
60 


2 Sigm. 
95.44% 


24 
35 
32 


51 
38 
15 
36 


08 
i4 
46 


54 
88 
22 
26 


3 Sigm. 
99.73% 


36 
52 


48 


12 


71 
69 


7.31 
8.32 


83 
39 


38 
96 


30 
80 


\ x +4. In the case of the 
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TABLE I] 
Point of view of differentiation Without ECT With ECT 
Constitution (Kretschmer ) 
Pyknic 185.3( 44) 179.3( 52) 
Leptosom . 169.3 53) 143.0( 51) 
Pvknic athletic 180.3( 37) 212.5( 24 
Pyknic leptosome 186.7( 4) 132.4( 15) 
Kind of attacks 
Manic only 97.8( 16) 117.8( 22) 
Depressive only 150.7 (112) 157.1(111) 
Circular 181.5(135) 202 .4(103) 
Duration of attacks with onset firstly at different ages 
First onset in the age between: 
10 — 25 vears 209.8(101) | 167.1( 79) 
25 —45 vears 136.2(128) 163.3(110) 
46 and more... 151.5( 35) 171.7( 49) 
Duration of attacks at different ages 
Vale 1 — 20 vears 107.8( 16) 160.5( 7) 
21 — 25 vears 237.3( 14) 100.5( 4) 
26 — 30 vears 275.8( 16) 156.8( 5) 
31 — 35 years 279.7( 18) 53.1, 9) 
36 — 40 vears 356.8( 9) 127.2( 9) 
41 — 45 vears 103.1( 13) 217.9( 12) 
46 — 50 vears 157.5( 16) 171.2( 12) 
51 —55 vears rs 128.0( 17) 110.2( 15) 
56 - 60 vears 111.6€( 12) 191.7( 19) 
61 — 65 years 233.6( 3) 359.8( 8) 
66 — 70 vears 170.6( 3) 33.6¢ 2) 
Female 1 — 20 years 162.5( 7) 133.3( 3) 
21 — 25 vears 176.5( 4) 138.3( 3) 
26 — 30 vears ark 120.7( 12) 156.4( 8) 
31 — 35 years 107.5( 24) 124.4( 14) 
36 — 40 vears ; 89.8( 18) 134.1( 17) 
41 —- 45 years. 197.1( 18) 201.7( 17) 
46 — 50 vears : sot 135.8( 18) 182.7( 23) 
51 — 55 vears na 152.0( 17) 129.0( 30) 
56 — 60 vears , | 166.6( 6) 434.1( 11) 
61 —65 years 319.5( 2) 132.0( 6) 
66 — 70 vears ; | 89. O( 2) 
Length of free interval after attacks treated 
without ECT : 1583.7 (238) 
with ECT : ; 503 .4 (167) 


Altogether there were 260 untreated attacks and 236 treated attacks, avail- 
able for our calculations. The more differentiated by analysis the material 
became, the smaller were the comparison series and the less reliable and even 
contradictory the results. 


The Results 


The results of the more important data are summarized in table 1 and 
The results of the less important data in table 2. These tables present all the 
main categories into which the clinical material was divided in order to find an 
indication for E.C.T. The clinical material was further analysed from the point 
of view of types of attacks, the general course for the attacks in each patient 
(whether only depressive or only maniacal or circular), the age of the patient 
when the first attack occurred, the attacks in various age groups, the presence or 
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TABLE III 


\: DURATION OF ATTACK 





N Mean S.D. Diff. t Significance Level 
With Shock 236 102.66 19.46 | 1.27 | .72 | Non-significant 
Without Shock .| 261 101.39 | 19.78 


| 


B: INTERVAL BETWEEN ATTACKS 


N Mean S.D. Diff. t Significance Level 
With Shock 167 256 39.9 32 6.81 .O1 
Without Shock 242 288 55.6 


! | ' 


‘Alt hough B indicates a highly significant difference in the duration of > intervals between 
attacks, it is more a function of the few very long intervals between attacks before the use of 
shock therapy became established.”’ 


absence of precipitating factors, presence or absence of complications and the 
duration of the remissions. All cases were also subdivided according to sex. 

The only two differences, which are statistically significant, were the average 
durations of the attacks with an acute onset and the average duration of the 
attacks with an insidious onset, both in the untreated and treated groups. The 
average duration of the untreated attacks with an acute onset was 108 days and 
the average duration of the untreated attacks with an insidious onset was 198 days 
(difference 90 days, which is statistically significant). The average duration of 
the attacks with an acute onset in the treated group was 133 days and the ave rage 
duration of the attacks with a slow onset was 189 days, (difference 56 days which 
is statistically significant). All the other differences were statistically insignifi- 
cant and did not show any general trends. 

The duration of the attacks in days, both treated and untreated, are repre- 
sented in graph 
Five percent of all the patients (5 patients) had developed complications after 
E.C.T. during one of their attacks.* These were fractures. This finding came as a 
surprise. But one has to remember that in all statistics dealing with complications 
of E.C.T. the number of complications is calculated per number of treatments. 

Another interesting finding was that 7% of the patients (all male) were 
alcoholics. Their drinking was episodic and occurred only during their depres- 
sive or manic attacks. 

Discussion 


\ striking feature of this investigation is the great variability in the duration 
of attacks whether treated or untreated in any patient. This variability occurs not 
only in different patients, but also in each individual patient in the course of his 
illness. No trends or regularities in the duration of the attacks could be detected. 
[here was no tendency for some patients to have long attacks only, or for other 
patients to have short attacks. No relation between the age and the duration 
of the attack was found. Thus, there is no evidence for the commonly held 
notion that in old age the attacks tend to be of long duration. Another striking 


° In this series unmodified E.C.T. was used. While it is likely that a relaxant drug and an anaesthetic 
would reduce the chances of fracture, it should be remembered that there is some evidence that it may 
increase the chance e of death. 
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DISTRIBUTION OF INTERVALS BETWEEN ATTACKS OF MANIC DEPRESSIVE PSYCHOSIS 


Z Alter phase without Ect 238 


eB Alter phose with Ect 167 
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feature is the frequent occurrence of short attacks, lasting only a few weeks, 
clearing up spontaneously. 

The figures relating to the duration of the attacks in this series are very 
similar to those found by Kraepelin, Lange, Panse and Mauz in their series. This 
great variability and irregularity of the individual attacks make any conclusion 
drawn from a small number of cases statistically meaningless and misleading; a 
fact unfortunately very often forgotten by the ‘authors of many papers dealing 
with the results of E.C.T. 

Regarding the duration of the attacks the only significant difference found 
was between the attacks with acute onset and the attacks with insidious onset and 
that irrespective of whether E.C.T. was used or not. The attacks with an acute 
onset had a tendency to be shorter than those with an insidious onset. 

A very interesting finding is the “J” shaped distribution of the frequency 
of the duration of the attacks in both groups, the shortest attacks being the most 
frequent, and the longest the least frequent. A possible explanation is that the 
frequency distribution is normal but that one half of it is cut off by the fact that 
very short attacks of depression or of mania do not come to the attention of 
psychiatrists. Some of these attacks may perhaps last only a few hours and 
may lead, in cases of depression, to unexplained suicides. 


The variability in duration of the remission periods between the attacks was 
as great as the variability of the attacks themselves, and bore no relation to 
whether the preceding attack was treated by E.C.T. or not. But the results are 
statistically inconclusive because the time period since E.C.T. was introduced is 
too short for follow- -up studies. For example in 10 of the cases untreated 
attacks were followed by remissions lasting between 10 and 30 years while E.C.T. 
has only been in use for about 20 years. 


Of the 100 patients studied, five sustained fractures as a result of E.C.T., 
which indicates that this treatment is not as safe a method of treatment as data 
based on number of treatments only would seem to imply. 
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LENGTH AND FREQUENCY OF MANIC DEPRESSIVE ATTACKS 
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It is very difficult to arrive at a definite conclusion regarding the effects re 
E.C.T. in manic psychoses; but it seems from the clinical material presented it 
this paper that E.C.T. does not shorten the duration of the remissions between 
the attacks, which is in agreement with the belief of the majority of authorities. 

It also seems that E.C.T. does not shorten the duration nor influence the 
severity and the course of the individual attacks, which is contrary to the com- 
monly held beliefs. Thus, the data of this investigation confirms those reports 
by Lewrenz and Kinkelin. As is widely known and as our data showed (original 
Dissertation) E.C.T. is capable of bringing about mood shifts of short duration 
in patients undergoing treatment. While such subjective changes are reported 
by the patients themselves, they are not necessarily paralleled by behavioral 
evidence of improvement. This study would seem to indicate that these and 
such transient ameliorations of mood do not alter the intensity of the basic 
process. Nevertheless they may well play a useful part in reducing despair 
resulting in suicide or suicidal attempts. 
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Résumé 

Apres avoir fait une revue succinte de la littérature et fait ressortir les 
déficiences de quelques travaux qui font encore autorité, auteur décrit l’ex- 
périmentation qu'il a conduite a l’hdpital général de Langenhorn a Hambourg 
sur cent cas de psychose maniaco-dépressive. I] s’agit d’une appréciation statisti- 
que des résultats obtenus avec l’électrochoc, prenant en considération tous les 
facteurs significatifs. 

La compilation des résultats renverse certaines croyances fermement établies. 
Il ne semble pas que les électro-chocs écourtent la durée ni atteint la sévérité 
des épisodes maniaco-deépressifs. 

L’étude établit qu’il y une différence dans la durée de lépisode entre les 
cas a début soudain et les cas 4 début progressif, indépendamment d’un traitement 
4 l’électro-choc. De méme, il y aurait de grandes variations dans ’évolution 
de la maladie, non seulement d’une cas a l’autre, mais aussi d’un épisode a l’autre. 
Apparemment aucune prédiction n’est possible. I] est donc important de tenir 
compte de ces constatations dans l’évaluation des résultats obtenus par les 
électro-chocs ou de tout autre traitement dans les cas de psychose maniaco- 
dépressive. 


C-) 
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SOME SOCIAL AND CULTURAL ASPECTS OF ALCOHOLISM* 
Rosert E. PopHam! 
Orientation 

Among some of those who are primarily concerned with the treatment of 
alcoholics, there is a tendency to take what appears to be a rather one-sided and 
short-term view - the nature of alcoholism. To such workers, who necessarily 
are “individual” or “case history” oriented, the data generally subsumed under 
the “cultural and ‘sedial aspects of alcoholism” usually seem of little relevance. 

The attitude to which I refer is reflected very clearly in a remark which a 
fellow student at the Yale School of Alcohol Studies once made to me during an 
anthropological lecture on Jewish drinking habits. As is now quite well known, 
the Orthodox Jewish population has a very low rate of alcoholism. He said: 
“Why do they waste our time with this? I don’t expect to see any Jewish 
patients in my hospital.” 

This view, and the milder versions of it found among many therapists, is quite 
understandable, though not particularly desirable. Thus psychiatrists, for ex- 
ample, are faced with particular individuals—across the desk here and now—and 
these persons want and expect to receive help with their particular problems. 
Under these circumstances the findings and theories of the social scientist, who 
focuses on group differences and mass trends in drinking behaviour, and not 
primarily on individual differences, must appear of little or no practical value. 
But when attention is shifted from particular alcoholics to the nature of alcoholism 
in general, and from the immediate problem of giving service to the long term 
goal of prevention, the relevance of social and cultural factors soon becomes 
evident. 

Definition of Alcoholism 

Let me illustrate this first with reference to the problem of defining alco- 
holism. 

If one reads through a sample of the case records of alcoholics admitted to 
a clinic such as Brookside in Toronto, one is struck by the fact that neither their 
social nor their psychiatric histories are particularly distinctive. That is to say, 
there does not appear to emerge anything in the order of a cluster of personality 
traits, or childhood or adult experiences, which you could say were characteristic 
of alcoholics, being only or largely found among alcoholics, and not about as 
frequently in psy chiatric patients not labelled as alcoholics. 

Putting the matter on a more objective basis, this impression is supported by 
the essentially negative results of a number of attempts to distinguish alcoholics 
from psychiatric populations at large, by means of psy chological tests and the 
like. Thus up to the present time data have not been obtained which would 
permit the formulation of a definition of alcoholism in terms of psychological or 
psychiatric criteria of etiological significance.* 

It is presumably this state of affairs which leads most workers to fall back on 
definitions based on the drinking behaviour of alcoholics: the one thing they 
do have in common and which sets them apart from the rest of the psy chiatric 
population. 

However, as soon as this approach to definition is adopted, the socio-cultural 
context of the drinking has to be taken into account. For example, if we speak 


1Assistant Research Director, Alcoholism Research Foundation of Ontario, 9, Bedford Rd. Toronto. 
*This article represents a revision of a lecture given in the Department of Psychiatry, University of 
Western Ontario. November 1957 
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of excessive drinking as a characteristic of alcoholics we have to know what is 
meant by excessive. The implication is that the consumption of alcoholic bev- 
erages is greater than that constituting the norm of the society in which the 
alcoholism occurs. This is essentially the core of the definition ‘adopted by the 
World Health Organization (E xpert Committee on Mental Health, 1952). But 
then it is necessary to know what the norm is and presumably this is a sociological 
problem. 


Phases of the drinking history of alcoholics 


Another closely related approach is to describe alcoholics in terms of the 

various characteristic phases through which their drinking history passes. 

According to Jellinek (1952), the alcoholic has passed through a sequence of 
stages in his history such as ‘blackouts’, ‘sneaking drinks’, ‘increased tolerance’, 
‘loss of control’, ‘the dev elopment of an alibi sy stem’, ‘going on periodic benders’, 
‘regular matutinal drinking’, and so on. 

Although this has proved a useful way of describing alcoholic drinking in this 
country, it is important to keep in mind that these phases represent consequences, 
or perhaps one might say sy#ptoms of alcoholism, and not etiological factors. It 
may well be just such confusion of sy mptoms with etiology w hich accounts for 
the persistence with which many still search for a distinctive alcoholic personality. 

It is also important to recognize the fact that this description of the alcoholic 
in terms of his drinking history depends at least in part on the socio-cultural 
context. Thus, for example, the French alcoholic typically has a quite different 
drinking history. In France the dominant pattern seems to be inveterate drink- 
ing and what French writers call “l’alcoolisme sans ivresse” (Bastide 1954). 

The French alcoholic tends to drink steadily through the day but not suffi- 
cient quantities to grossly incapacite him. He does not commonly exhibit the 
pattern of “bender “drinking” so familiar in the North American alcoholic. In 
this country the alcoholic is thought of as one who has “lost control of his 
drinking”. That is when he has had one or two drinks he is compulsiv ely led 
to go on to a bender: to drink himself into a stupor. In France and other wine- 
drinking countries, it is necessary to speak of “inability to stop drinking” rather 
than “loss of control”. Thus the French alcoholic apparently requires a certain 
quantity of alcohol each day but one or two drinks does not lead to a bender. 
His object is to maintain a certain relatively low blood alcohol level continuously, 

rather than to achieve a state of acute intoxication periodically. (Report of an 
Expert Committee 1955). 
In North America, regular morning drinking is almost by itself considered 
be evidence of alcoholism. In France such behaviour is not thought of as 
unusual and drinking throughout the day is socially acceptable. 

The alcoholic in France tends to be labelled as such when he has drunk 
enough, for long enough, to have developed an organic complication such as 
cirrhosis of the liver or one of the alcoholic psychoses. As a result, alcoholism 
is there generally considered a problem in physical medicine and not a psychiatric 
problem atall. (Ledermann 1956). 


Parenthetically, it is interesting that only in the French literature does one 
find a treatment for alcoholism recommended which is designed to permit the 
patient | to continue daily drinking. It is suggested that the ‘antabuse dosage be 
so regulated that a reaction will not take place unless consumption goes beyond 
what is considered a ‘healthy’ amount (Aitoff 1951). 
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Let me give a final example of the possible role of socio-cultural factors in 
defining the symptoms of alcoholism. ‘The Doxa survey of drinking habits in 
[taly showed that only one percent of the population consumed alcoholic bev- 
erages “outside of meals”. (Fegiz 1952). This is, of course, just the reverse of 
the practice in this country. It is interesting that the estimated prev valence of 
alcoholism in Italy is also about one percent ( (Jellinek 1954). Whether the 
same people are involved in both cases is not known, but it is quite possible 
that regular drinking unaccompanied by the taking of food is regarded in the 
same unfavourable light as regular matutinal drinking i in North American com- 
munities. 

Thus, at the present stage of knowledge it would seem that what will be 
labelled “alcoholism”, what will be regarded as symptomatic of this condition, 
what kind of problem it will be considered, and perhaps even approach to treat- 
ment, are at least in part determined by the socio-cultural situation in which the 
drinking takes place. 

Socio-cultural factors in etiology 

It begins to appear that socio-cultural factors have, in addition, a major role 
in the determination of the prevalence of alcoholism in a given population or 
cultural grouping. Three examples may serve to illustrate why this is thought 
to be the case. 

(1) Rural-urban differences in alcoholism prevalence 

Some time ago, Jellinck (1947) noted that the combined rate of alcoholism 
for American urban areas (over 100,000 population) was slightly more than 
double the combined rate for rural areas. (under 2,500 population). 

More recently this finding offered a possible means of explaining inter- 
provincial differences in C anada (Popham 1956). The percentage of urban 
residents (based on the Census definition of “urban’”’) and the rate of alcoholism 
in each province is shown in Table I. 


TABLE 1 
Estimated 

Alcoholics per Urban Residents 

Province 100,000 Adults Adult Population 
British Columbia 2,285 70.7 
Ontario 1,780 73.1 
Quebec 1,760 71.4 
Nova Scotia 1,450 55.0 
Alberta 1,420 Si.3 
Manitoba 1,420 60.7 
New Brunswick 1,180 45.8 
Saskatchewan 1,140 32.8 
Newfoundland 640 43.7 
Prince Edward Island 520 26.9 


It can be seen that, although by no means a perfect relationship, there is a 
clear positive association: the more urban the province, the higher the prevalence. 

It might be supposed that this rural-urban difference could be accounted for 
on the basis of higher rates of psychosis and neurosis in cities than in rural areas. 
Indeed, this may be partly the case, but it also seems likely that attitudes play a 
part. 

Towards the end of national prohibition in the United States (1919-1933) a 
plebiscite was held in each state to determine whether prohibition was to be 
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repealed or retained. The proportion voting against the repeal of the Eighteenth 
Amendment provides a rough index of dry sentiment (Jellinek 1947). 

In a recent preliminary investigation, a highly significant negative correlation 
was found between degree of dry sentiment as ‘measured in this manner and degree 
of urbanism. Thus American areas which had a high degree of dry sentiment 
appeared to be relatively more rural and to have lower rates of alcoholism (Seeley 
1957). This suggests ‘that prevailing attitudes or, one might say, the average 
degree of acceptance of drinking has something to do with the prevalence of 
alcoholism in a population or a particular segment of a population. 


(2) Sex differences in the prevalence of alcoholism 


A problem which has interested clinicians as well as social scientists for some 
time is the reason for a difference between males and females in the prevalence of 
alcoholism. In Canada and the United States the ratio is about six male to one 
female alcoholic (Popham 1956). But it is interesting that there are apparently 
international differences in this ratio. In some of the Scandinavian countries it 
is said to be as high as twenty-three to one; and in England two to one (Jellinek 
1945). ; 

It seems hardly reasonable to postulate that women are somehow less subject 
than men to neurotic conflict, anxiety states and other personality disturbances, 
especially in view of the international variation in the ratio. Again the possible 
role of community attitudes comes to mind as an explanation. 


In our own society we have, as has often been pointed out, a double standard 
of morals, which in its simplest terms is the attitude that it is less acceptable 
for a woman to sin than a man. In the sexual area, for example, pre-marital 
affairs among males are at least condoned, if not considered desirable: “he is just 
sowing his wild oats”. But females are supposed to be virgins when they marry; 
those who do engage in pre-marital sexual activity are labelled: “promiscuous”, 
“vulgar”, “lower class”, “immoral”, etc. 

The double standard is equally evident in the case of drinking behaviour. 
Men are expected to get tight if not “roaring drunk” on occasion. The ability 
to consume large quantities of liquor seems to be a source of kudos and a dem- 
onstration of masculinity. But drunkenness among women is regarded with great 
disapproval as a sign of ‘moral degradation. 

(3) Cultural group differences in the prevalence of alcoholism 

The most frequently noted example of a marked difference in the prevalence 
of alcoholism among different cultural or ethnic groups is that w hich obtains 
between the Jews and the Irish. The former rank among the lowest of all groups 
and the latter among the highest. According to available empirical data Jewish 
groups appear to have at least as high frequencies of psychoses and neuroses as 
are found in groups hich have much higher frequencies of alcoholism. More- 
over, clinical impression has it that anxiety states and drug addiction may occur 
with greater than average frequency among Jews. Thus it would not seem that 
the relativ ely low prev alence of pathological drinking among them can be attribu- 
ted to a lower prevalence of mental disorders. On the other hand, it would seem 
increasingly clear that Jewish attitudes towards the use of alcoholic beverages 
are of considerable importance in this connection (Snyder 1958). 

It has been pointed out that the Jew has a ritual attitude towards drinking. 
Thus one or another type of alcoholic beverage figures in all aspects of the relig- 
ious life. In the circumcision ceremony a benediction is said over a cup of wine; 
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a few drops are placed on the infant’s lips and the godfather drinks the remainder. 
After the Bar Mitzvah, the Jewish equivalent of the Christian confirmation rite, 
wine is drunk at the feast of celebration. In the marriage ceremony, the bride 
and groom drink wine from a common cup; and in the old days one of the rites 
performed at funerals consisted in washing the head of the corpse with wine. 
Apart from its use in ceremonies marking major events in the life cycle, Snyder 
(1958) estimates that alcoholic beverages figure in routine religious ceremonies 
about 250 times a year. Hence wine has a symbolic and sacred character for the 
Jew, and accordingly, drunkenness is condemned as a profanity and an abomina- 
tion. 


Further evidence of the importance of the ritual attitude is found in the 
differences in drinking patterns which occur within the Jewish population. Sny- 
der compared Orthodox, Conservative, Reform and secular groups (that is, those 
Jews who have left the synagogue altogether) and found that the prev valence of 
drunkenness tended to increase the further the group was removed from ortho- 
doxy. It may be supposed that the trend from the Orthodox to the secular 
groups reflects increasing assimilation of the culture of the majority gentile 
community, including drinking habits. But this trend also may be seen as partly 
a function of changes in attitudes towards the larger gentile population and in 
the degree to which they fear loss of identification as Jews, or, conversely, 
desire to avoid such identification. For e xample, the attitude of the Orthodox 
Jew towards drunkenness, in addition to being conditioned by the role of alco- 
holic beverages in religious life, may be affected by anti- gentilism. Thus, for 
him, to be drunk is to behave like a “govisha kopf” — an opprobrious term for 
a gentile. 


The attitudes of the Irish toward drinking, in contrast to those of the Jews, 
may be characterized as predominantly utilitarian. Bales (1946) illustrates this 
with reference to drinking in Irish rural communities as follows: 


“ 


(At the fairs where the livestock is sold, there is usually a long, heated 
argument about the price. When an agreement is finally reached, the bargain is 
sealed with one or more drinks. Sometimes the seller takes his customer to the 
public house before the agreement is reached and treats him a few times to 
‘soften him up’. In making the bargain for a marriage it is necessary to reach 
extensive economic agreements in the evaluation of the farm and livestock, since 
this determines the amount of the dowry which the young lady’ s father will give. 
In one of these matchmakings the bargainers treat back and forth until all are 
well fuddled. One writer says, “To one who has lived for some time in England, 
the mixture of tippling and business seems like some incredible dream. Little bits 
of business get in, as if by stealth, between the drinks during the day!’ The 
farmer typic: ally comes home from a day at the fair in a very intoxicated condi- 
tion indeed. His wife does not usually complain. In fact, if she is a good w ife, 
she may treat her husband the next morning with ‘a hair of the dog that bit him’. 

Drunken men are usually treated with care and affection in Ireland. To the 
mother the drunken man is ‘the poor boy’. Laborers seeing an intoxicated man 
coming home from the fair are prone to regard him with envy, rather than pity, 
since he is in a much better state than they.” (p. 495) 


As Bales further points out drinking “to get over a hangover... is a pure 
example of individualistic utilitarian drinking’—and, one may add, a practice by 
no means unknown in North American communities. Expressions familiar to us 
which include the word “need” with reference to alcohol reflect the utilitarian 
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view. We say we need a drink: “to buck us up”, “to get feeling good”, “to re- 
lax after a tough day”, “to drown our sins and sorrows” and so on. All of these 
indicate the utilitarian attitude in placing the emphasis on the drug properties of 
alcohol, that is, on its phy siological effects as a means to an end. 


The Vulnerability-Acceptance Hypothesis 

In attempting to illustrate the role of socio-cultural factors in the etiology of 
alcoholism, I have mentioned only attitudes. I do not wish to give the impression 
that this is the only such factor involved. But it is probably one of the most 
important of those so far investigated to any extent. Moreover it leads nicely to 
one final theory which I would like to outline briefly. 


However, let me first clear up another impression which I may have given, 
namely, that I believe the problem of alcoholism to be really one for the social 
scientist to solve and not the psychiatrist. On the contrary, I believe that sociolo- 
gy and anthropolgy, on the one hand, and psychology ‘and psychiatry, on the 
other, are strictly complementary approaches to the problem. Take, for example, 
the group differences which have been discussed: rural-urban, male-female, and 
Jewish-Irish, and assume that it is established beyond doubt that these differences 
are due to social and cultural factors. There would still remain a problem, and 
a very large and complex one at that, namely, to explain why certain individuals 
and not others enter into the statistics of alcoholism in any one of these groups: 
why Bill Smith and not Tom Jones. This, as I see it, is the psychiatric and psycho- 
logical side of the problem of alcoholism; group differences are for the social 
scientist to explain. 


A theory which brings these two approaches together and which may be 
called the “V ulnerability- ‘Acceptance Hy pothesis”, was formulated by E. M, 
Jellinek in an effort to account for some of the international differences in preva- 
lence and type of alcoholism which he had observed (1954). The idea involved 


may be schematically represented as shown in Figure a 
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The vertical line on the left represents the range of vulnerability in a popula- 
tion. The psychotics are most highly vulnerable; then come those suffering from 
the classical psy choneuroses followed by individuals customarily placed in one 
or other of a large number of more vaguely defined psy chiatric categories such 
as “psy chopathic personality” : “personality trait disturbance’, etc. Presumably, 
at the present stage of psychiatric knowledge it is not known whether there is a 
more or less continuous ‘gradient of maladjustment’ with, for example, the psycho- 
tics and neurotics at one extreme differing from those at the other end of the 
scale only in degree, and separately labelled merely for convenience, or whether 
there are fundamental qualitative differences. However, for present purposes it 
is convenient to think of the members of any giv en population as ranged along 
such a scale. 

The vertical line at the right represents the degree of acceptance of drinking 
to be found in a population. In practice, this is not easy to measure. It would 
have to be determined on the basis of an overall assessment of the prevalent 
attitudes towards drinking in a population: the maximum quantity of an alcoholic 
beverage which it is generally considered acceptable for an individual to consume 
at any one time, the degree and frequency of intoxication which is tolerated, and 
the like. However, largely on an impressionistic basis some European and other 
countries may be pl: iced at various points along this theoretical scale of acceptance. 


Holland appears towards the lower end of the acceptance scale. In this 
country it appears that little drunkenness is tolerated and, as a result, alcoholics 
tend to be defined as such relatively earlier in their drinking history. Moreover, 
because of the attitudes strongly opposed to heavy drinking, only the more highly 
vulnerable would be expected to succumb to alcoholism as a rule. Thus, assum- 
ing that the v ulnerability factor is more or less constant from country to country, 
one would expect to find: a relatively higher frequency of psy chosis and neurosis 
and lower frequency of physical complications among Dutch alcoholics and, 
accordingly, that alcoholism was generally defined as predominantly a psychiatric 
problem. 

In France, at the opposite end of the acceptance scale, relatively heavy regu- 
lar consumption is generally approved, as noted previously. And as would be 
expected in-terms of the hy pothesis, the prevalence of alcoholism is very high, the 
proportion of alcoholics suffering from the alcoholic psy choses, cirrhosis of 
the liver and other organic complications i is also high and, in contrast to Holland, 
the proportion of highly vulnerable individuals in the alcoholic population is 
relatively low. For the latter reason, alcoholism tends generally to be defined as 
a medical rather than a psychiatric problem. 

Countries such as Canada and the Scandinavian countries which have experi- 
mented with prohibition, have fairly restrictive liquor legislation, and relatively 
active temperance groups, tend to fall between these two extremes. Perhaps the 
moral is that we should think very seriously before accepting the frequently 
heard view that there would be no problem of alcoholism in this country, or that 
it would be much less serious if alcoholic beverages were as readily available as 
soda pop, and that the source of the problem lies in the propaganda of the 

“Drys” and in repressive and old fashioned liquor legislation which together 
make drinking a sinful and guilt ridden activity. 

Let me conclude by pointing out that Jellinek’s hy pothesis need not be 
confined to international differences. It may well be applicable to such problems 
as rural-urban, sex and ethnic group differences, mentioned earlier in this paper. 
For example, if the difference in prevalence of alcoholism between males and 
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females is in fact due to the operation of the double standard, then a relatively 
higher frequency of the more serious personality disturbances might be expected 
among female alcoholics. This may explain the w idespread impression of 
clinicians in this country and elsewhere that the female alcoholic tends to present 
a more difficult or complex treatment problem. 


Summary 


The emphasis of the social scientist on group differences and mass trends 
in drinking behaviour in contrast to the “individual” or “case-history” orientation 
of the psychologist and psychiatrist was noted. The relevance of the former 
approach is chiefly evident when concern is with the nature of alcoholism in 
general rather than with particular alcoholics, and when the focus of attention is 
on the long term goal of prevention rather than on the immediate goal of giving 
service. It was suggested that what tends to be labelled “alcoholism”, what are 
regarded as symptoms of the condition, what type of problem it is considered to 
be (e.g., medical versus psychiatric), and even approach to treatment are at least 
in part determined by the socio-cultural situation in which the drinking takes 
place. It was further suggested that socio- -cultural factors might have a major 
role in the determination of the prevalence of alcoholism in a given population or 
cultural grouping. This was illustrated with reference to the role of attitudes in 
rural-urban, sex and Jewish-Irish differences in prevalence. Finally, the “Vul- 
nerability-Acceptance Hypothesis” of Jellinek was discussed as a potential means 
of bringing together the two complementary approaches to the problem of alco- 
holism represented by the social scientist, on the one hand, and the psychiatrist 
and psy chologist, on the other. 
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Editorial 


LOOKING BACK ON LEUKOTOMY 


In 1890, Burckhardt, the first psy chosurgeon, wrote, “Doctors are different 
by nature. One stands for the old principal,” primum non nocere” and the 
other states, “melius anceps remedium quam nullum”. (For a less classical age, 
“anceps” means two headed, doubtful or perilous). Burckhardt obviously 
belonged to the second category and admits it. He removed the post- -central 
cortex with some modest success for chronic mental illness. He was the first of 
1 long line of men who have done “anceps” things to the cerebrum. It is now 
twenty-three years since Egas Moniz and Almeida Lima reported their first 
leukotomies. Since that time, a wave of enthusiasm has swept the western world 
and tens of thousands have been submitted to some form of the procedure, 
which is widely described as inexpensive, convenient, money saving and some- 
times, even safe. 

One may wonder about the reason for this wide enthusiasm. However, on 
going back to 1936, one realizes that there were no really effective remedies 
for severe mental a At that time, insulin coma was being demonstrated 
for the first time, in America by Sakel, and Cerletti and Bini were doing their 
first animal and ~e electroshock experiments in Rome, treatments still largely 
unrecognized. Drugs specifically affecting mood and conative activity were 
seventeen years in the future. Ward care was, to a great extent, custodial 
consisting of getting people in and out of packs and tubs. It is not surprising 
that any treatment offering relief would have been welcome, at that time. One 
remembers the talented schizophrenic Ellen West, reported by Binswanger, who 
was released by two competent psychiatrists, so she could expeditiously shorten 
her misery, by suicide. 


Che twenty three years Ww hich have intervened have shown us many things. 
There are, at present, few functional cases for whom there is no hope or 
management. E.C.T. has been proved, and insulin treatment less clearly demon- 
strated to help acute illness, particularly affective and acute schizophrenic states. 
Tranquillizers and mood elevators have been found effective over the same 
spectrum and have also released a considerable number of chronically disturbed 
cases to the outside world. Leukotomies have been shown to operate in this 
same spectrum, as ell. Enthusiastic reports have been written about obsessionals 
receiving this treatment. However, leukotomy has not been found to provide 
any hope for chronic patients with personality damage, which has always been 
our main need. The re-establishment of chronic psychotic cases, according to 
English reports, depends more on the manipulation of certain social factors than 
on physical treatments. Some of these social influences have undoubtedly crept 
into leukotomy projects via the long post-operative care and rehabilitation pro- 
grammes. They have gone unnoticed because of the general lack of controls. 
In 1959, there is some excuse for amending Freeman and Watt’s dictum from, 
“If the trouble’s in the head, why operate on the belly?” to, “If the trouble’s 
in the milieu, why operate on the head?” 


Every mental hospital has large numbers of failed leukotomies. It has been 
found to have many serious side-effects such as, the sy ndrome of the same name, 
epilepsy and impulse incontinence. Deaths have occurred from four main causes, 
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which need not be detailed here. In spite of massive research projects, perhaps 
significantly uncontrolled, the operating tables still receive a fortnightly or 
monthly tribute of patients, as Moloch did, of yore. Statisticians demand more 
candidates and psy chiatrists supply them from less and less seriously disturbed 
patient groups. The effects of a doubtful operation are still doubtful, after 
almost a quarter of a century. 


Meyer and McLardy have exposed a variability of standard leukotomy cuts, 
whether the open or closed technique is used. Since then, operations have been 
tried, localized to the inferomedial quadrant of the cingulum or thalamus. How- 
ever, these have been reported gener rally in rather cavalier fashion by neuro- 
surgeons so that we know neither what the patients were like before the operation 
or the end result. 


Though some projects have involved many disciplines in the preparation 
and examination of the case, we must, after twenty-three years, confess that we 
know very little about the life course of the psy chotic or neurotic, whether in 
or out of hospital and hence, little of what the operation really does. Suggestions 
are now being made that the evil effects of the operation, where they occur, are 
really stigmata of the illness, for which the operation was carried out. Freeman 
has maintained that a leukotomy patient does not stabilize for two years after 
the operation. These things suggest that there might be much to learn by 

careful longitudinal studies of single cases, such as Beaumont on Alexis St. 
Martin or Wolff and Wolf on Tom. 


Stengel reported in 1950 that about one-seventh of the leukotomy cases 
denied ever having had an operation and that a number of others disguised the 
facts on themselves, in some less complete manner. There have been few law- 
suits, considering the number performed and only three patients have threatened 
Doctor Freeman’s life, according to a report last year. On the other hand, 
perhaps we must return in our final analysis to the question that the thoughtful 
relative asks, “Doctor, would you suggest this operation for your own w ife,—if 
you loved her?” 


D.L. 





1960 ANNUAL MEETING—C.P.A. 
will be held in BANFF—June 16th, 17th and 18th, 1960 
Members desiring to present papers at the Scientific Session should com- 


municate with Dr. T. C. Michie, Medical Superintendent, Provincial 
Mental Hospital, Ponoka, Alberta. 
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Book Keutews 


The Nature of Retirement, by E. H. a Foreword by Gordon Streib. 
New York, Macmillan 1959, price $4.50, 7 pp. 


E. Moore who had been head of the i of Sociology at the Univer- 
sity of Oregon for more than 10 years and had done much work on aging was 
facing retirement when he wrote this book. However , he died before its pub- 
lication. The book is based on information derived from personal observation, 
interviews and more than 900 questionnaires answered by middle and upper middle 
class people. Although not representative of the population as a whole it seems 
representative for the part of the population most likely to read it. 

Moore defines retirement as leaving one’s mid-life job and deriving the major 
part of one’s income from sources other than earnings. Most healthy people 
adjust well to retirement but with many it is involuntary “and ~ feel lost. Many 
worry about it in anticipation and then find that they like it. It offers many 
satisfactions, more freedom and time. The happy and frst ones do well, 
the unhappy ones and the ones who are status conscious do not. Reduced income 
is also a problem but not a too serious one. 

Several chapters are devoted to advice re insurance, investments and annuities, 
and are quite practical. The author favours retiring to Florida or California for 
several reasons: in addition to the economic advantages, there is less temptation 
to return to one’s place of work, a greater opportunity to meet people from varied 
backgrounds and more freedom from family and community controls. On the 
other hand the retirees should seek substitutes for their former activities, in philan- 
thropic work, hobbies, farming. 

He also discusses the various factors to be considered in choosing a group 
home. The community can help retirees by providing adequate housing and 
retirement communities. Companies can and should h elp prepare their employ ees 
for retirement. 

This book, while not contributing any new knowledge on the subject of 
retirement, does bring together in one volume a number of diverse aspects W hich 
anyone who expects to retire in the future, whether voluntarily or not, would do 
well to consider. It is aimed at a large segment of the population, at people at 
present steadily employed, and the advice given seems practical and to the point. 
It also contains useful suggestions for further reading for those interested in this 
timely topic and a comprehensive and practical index. 

V. A. Krat, Montreal 


Longitudinal Studies of Child Personality, by Alan A. Stone, M.D. and Gloria 
Cochrane Onque, M.D., Harvard University Press, price $5.00, 259 pp. and 
index. 


This publication is essentially “297 numbered bibliographical entries” in the 
form of abstracts which “covers all significant papers and studies in the field 
through 1955”. It is the work of two medical undergraduates, now M.D.s and is 
their graduation thesis for the Yale School of Medicine, in which they were 
supervised by the late Dr. Ernst Kris and Dr. Milton J. E. Senn. 


The abstracts are set forth under the headings of (1) The publication— 
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authors’ title and place where text may be found. (2) Setting of study. (3) 
Subjects. (4) Time span. (5) Method of Observation and Test. (6) Findings. 
) Author’s interpretations. 

The abstracts are arranged in alphabetical order using the name of the senior 
author as a guide. There is a very good and detailed index. 

The volume is a fine selection of studies concerned with psychological be- 
haviour and psychiatric problems in infants and children and, as such, is a valuable 
reference book for the period which it covers. 

The title with its promise of Longitudinal Studies of Child Personality is not 
altogether a happy choice, since it may lead one to expect some detailed "studies. 
While it does include some abstracts which are truly valuable longitudinal studies 
on a level represented by Dr. A. L. Gesell at the Yale Clinic of Child Develop- 
ment, there are many others in which the time span is “variable” and the method 
of observation and testing would suggest that they are (to use a quote from the 
foreword) “often studies—made without the investigator being conscious of the 
longitudinal character of his work”. The authors’ total explanation of the criteria 
for inclusion of the studies is contained in their statement “we have attempted to 
include the studies to which the general definition of the longitudinal approach 
is applicable.” 

We would share with the authors the view that there is a great need for 
proper longitudinal studies of child personality and even a publication which 
would present the material contained in those that are truly longitudinal studies. 
A title which would more closely convey the contents of this volume to those 
interested in the field would be that of “Abstracts of Psychological and Psychiatric 
Studies of Children” p 

F. J. Rosen, Toronto 
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THE SECOND INTERNATIONAL CONFERENCE 
on 
MENTAL DEFICIENCY 
LONDON 


24th-29th July 
1960 


The American Association on Mental Deficiency sponsored and held the 
First International Conference on Mental Deficiency in Boston in 1948. 


As a contribution to World Mental Health Year, 1960, the American 
Association on Mental Deficiency has initiated plans for a SECOND 
INTERNATIONAL CONFERENCE ON MENTAL DEFICIENCY 
in cooperation with the Royal Medico—Psychological Association and 
the British Psychological Association. This conference is known as the 
“London Conference on Scientific Aspects of Mental Deficiency” 


The London Conference will deal with the latest medical, psychological, 
social, educational and administrative developments in the field of mental 
deficiency. It is open to professional workers in the field. 

Meetings will be held in London during July 24th to 29th, 1960, and 


will precede the meetings of the World Federation for Mental Health 
to be held in Edinburgh from August 7th to 12th, 1960. 


Plans are being made for.visits to residential faculties and training centres 
in England between the end of the London Conference and the opening 
of the Edinburgh meeting. 


In order to complete detailed plans, the organizers of the Conference 
would like to determine the approximate number of professional people 
who might be attending the London Conference. 


If you are interested in receiving additional information and might attend 
the London Conference, ple: ase communicate with: 


Harvey A. Stevens, 

Chairman, AAMD Committee on International Conference on 
Mental Deficiency, 

301 Troy Drive. 

MADISON 4, Wisconsin, U.S.A. 
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ETUDE PRELIMINAIRE DE LA REACTIVATION DES 
MECANISMES PERIPHERIQUES CHEZ LES SCHIZOPHRENES* 
Louts J. Porter, M.D. et G. Graver, M.D." 


Introduction 


Depuis bientot deux ans nous avons entrepris chez divers groupes de patients 
de lhopital Saint-Jean-de-Dieu, des schizophrénes en tres grande majorite, une 
étude de la réactivité des mécanismes péripheriques a divers stimuli de faible in- 
tensité concurremment a une étude de la réactivité périphérique chez le singe 
avant et apres prétraitement a l'aide de divers dérivés de la phenothiazine. Le projet 
dans son ensemble comporte de plus la recherche de métabolites anormaux de 
l’adrénaline dans le sang des schizophrénes ainsi que |’étude des variations de 
l'adrénaline dans le sang circulant du signe soumis a divers traitements. Profitant 
du fait que le docteur Gravel de cette institution avait réalisé sur un certain nombre 
de patients le test Funkenstein (1) qui permet de subdiviser les patients en diffé- 
rentes catégories selon les variations de la tension artérielle observée a la suite de 
l’injection de mécholil et d’épinéphrine, nous avons repris ce test chez ces mémes 
patients et chez d'autres groupes de patients. N’utilisant cette fois que le mécholil, 
dont les effets constituent essentiellement la base de la classification en types par 
Funkenstein (1) nous avons procédé a l’analyse simultanée d'autres criteres 
susceptibles de nous renseigner d’une fagon plus adéquate sur la réactivation 
des mécanismes péripheriques par le sy stéme central. Les résultats rapportés ici 
portent sur cette derniére série d’ expériences réalisées chez trois groupes de 
patients schizophréniques: un premier groupe ne recevant aucune médication, un 
deuxi¢me groupe préalablement soumis a une médication prolongée au largactil et 
un troisiéme groupe préalablement soumis au stémeétil. 


Methodes 


Nous avons mesuré chez ces patients maintenus a jeun les variations de la 
formule leucocytaire et de la glycémie durant un intervalle de quatre heures 
et les variations de la tension artérielle durant un intervalle d’environ une heure 
et dans les deux cas avant et aprés injection de mécholil (a la dose de 81/3 ou 
10mg.). Le premier prélevement était fait environ 30 minutes avant l’injection de 
mécholil, le deuxieme une heure apres le début, le troisieme trente minutes plus 
tard et le quartri¢me environ quatre heures a partir du début. Sur chacun des 
prélévements nous avons fait un dosage du glucose s sanguin, une numération et 
un compte différentiel des leucocytes ainsi que la numération des éosiniphiles. 


Nous basant sur les modifications de la tension artérielle observée a la suite 
de injection de mécholil, nous avons divisé nos patients en trois groupes, tel 
que proposé par Gellhorn (2): un premier groupe (les normoréacteurs) 
comprenant des indiv idus qui, apres avoir montré une chute plus ou moins 
grande de la tension maxima, rev iennent au niveau initial et s’y maintiennent; un 
deuxiéme groupe (les hyporéacteurs) comprenant des individus qui aprés avoir 
réagi au mécholil par une chute de la tension systolique demeurent en bas du 
niveau initial pendant au moins 20 4 30 minutes; le troisiéme groupe (les 
hy perréacteurs ) comprend les individus dont la pression maxima se maintient 


1Département d’Histologie, Faculté de médecine, Université de Montréal et Hépital Saint-Jean-de-Dieu, 
Gamelin, Montréal. 


®°Conférence donnée A la Société Canadienne d’études et de recherches psychiatriques. 


Travaux subventionnés par le Département de la Santé Nationale et du Bien-Etre Social en collaboration 
avec le Département de la Santé Publique de la Province de Québec. 
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EFFETS DU MECHOLIL CHEZ 
DIVERS GROUPES DE SCHIZOPHRENES 
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au-dessus du niveau initial apres 20 a 30 minutes. Ce dernier groupe, celui des 
hyperréacteurs, ne comprenant que quelques patients, n’a pas été inclus dans 
l’analyse des résultats qui suit. 


Resultats 


Le graphique montre deux séries d’histogrammes; ceux du haut se rapportent 
aux normoréacteurs et ceux du bas aux hyporéacteurs. Chacun de ces deux 
groupes est subdivisé en trois sous- groupes selon le traitement subi préalablement 
au test. Chaque colonne représente la variation moyenne observée a la suite de 
linjection de mécholil. Les baisses moyennes de la tension artérielle sy stolique, 
des lymphocytes et des éosinophiles sont représenteés au-dessus des lignes hori- 
zontales et les augmentations au-dessous; les variations moyennes de la glycémie 
et des neutrophiles sont exprimées dans le sens inverse. 


Graphique 

Il est intéressant de noter ici que les patients qui n’ont regu aucune médication 
et chez qui des courbes ont été repétées apres un laps de temps considérable ont 
réagi dans l’ensemble par une réponse artérielle comparable a la premiere fois. 

Les “normoréacteurs” qui n’ont regu aucune médication “tranquilisante” 
dans les semaines qui ont précédé le test ont répondu a leffet périphérique direct 
du mécholil en montrant une chute moins considérable de la tension systolique 
que les hy poréacteurs qui n’avaient regu aucune médication au préalable. Par 
ailleurs la réactiviation sy mpathique des normoréacteurs s’est avérée significative 
comme en témoignent leurs réponses neutrophiliques et gly cémiques ainsi que 
le retour plus rapide 4 la tension artérielle initiale. Quant aux hyporéacteurs ne 
recevant aucune médication, des réponses gly cémiques et neutrophiliques plus 
faibles de méme que la chute plus considérable de la tension sy stolique et un 
retour plus lent a la tension artérielle initiale témoignent chez ceux-ci d’une 
faiblesse des mécanismes de réactivation sympathique. Par ailleurs l’absence de 
toute réponse éosinopénique et ly mphopénique significative suggére que le 
mécholil ne provoque aucune réactivation corticosurrénalienne chez les deux 
groupes, dans les mémes conditions, 


e 
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Un traitement prolongé au largactil déprime aussi bien chez les normoréac- 
teurs que chez les hyporéacteurs non seulement la réponse immeédiate au mécholil 
comme en témoigne une chute moins considérable de la tension systolique chez 
les deux groupes mais aussi la réactivation sympathique a la lumiére des réponses 
glycémiques et neutrophiliques peu marquées. Alors que le groupe des normoré- 
acteurs, comme précédement, ne montre aucun signe d’activation corticosurré- 
nalienne, celui des hy poréacteurs manifeste des signes d’activation corticosurré- 
nalienne en réponse a linjection de mécholil aprés prétraitement au largactil. 
Notons ici le fait que linjection intramusculaire de largactil (a la dose de 0.3 
mg./Ib) provoque des réponses éosinopeniques et lymphopéniques tres significatives 
chez les hyporéacteurs alors que le méme traitement est sans effet chez les nor- 
moréacteurs. 

Aprés un traitement prolongé au stémétil nous voyons que la réponse im- 
médiate au mécholil est déprimée encore plus qu’avec le largactil, la chute de la 
tension artérielle est plus faible dans les deux groupes, mais le rapport demeure 
le méme. Le mécholil ne provoque aucune activation sy mpathique significative 
chez les normoréacteurs traités au stémétil qui réagissent cette fois par une réponse 
neutropénique; par ailleurs les hyporéacteurs traités au stémétil montrent a la 
suite de l’injection de mécholil une neutrophilie significative. Dans les mémes con- 
ditions l’activation corticosurrénalienne consécutivement a l’injection de mécholil 
est tkeés manifeste chez les normoréacteurs comme en témoignent les réponses 
lymphopéniques et €osinopéniques alors qu'elle est nulle chez les hy poréacteurs, 
aprés traitement prolongé au stémétil. 


Résumé et Conclusions 


Le mécholil administré a des patients ne recevant aucune médication tran- 
quilisante provoque chez ceux-ci une certaine réactivation sympathique qui est 
plus significative chez les normoréacteurs. Cependant, dans les memes conditions, 
le mécholil n’active apparemment pas l’axe hy pophyso-corticosurrénalien chez 
aucun des deux groupes. Par ailleurs un traitement prolongé au largactil déprime 
la réponse immediate au mécholil et diminue la réactivation sympathique des 
deux groupes; cependant la largactil semble rendre plus sensible l’activation cort- 
ticosurrénalienne des hyporéacteurs. D’autres part un traitement prolongé au 
stémeétil sensiblise grandement la réactivation corticosurrénalienne des normo- 
réacteurs au mécholil en l’absence d’activation sympathique. 

Bien que ces résultats soient encore incomplets et que les conclusions que 
nous en avons tirées doivent étre considérées comme préliminaires, ils indiquent 
tout de méme certaines tendances qui méritent d’étre investiguées davantage 
puisqu’elles sont susceptibles de nous permettre une évaluation plus précise de 
la réactivation des mecanismes périphériques, réactivation qui est grandement 
influencée et parfois controlée par les centres nerveux supérieurs. Aussi nous 
nous proposons de poursuivre ces travaux en y ajoutant des critéres qui sont 
encore plus immédiatement sous le contréle de l’activité des centres nerveux, si 
ceux-ci s’averent techniquement réalisables dans les conditions ou nous operons. 
Nous espérons ainsi pouvoir trouver un portait plus exact du mode de réactivation 
des mécanismes périphériques chez divers groupes d’individus ainsi que des 
modifications qui y sont apportées par divers traitements et nous espérons qu a 
la lumiére de l’évolution psychiatrique il devienne possible d’instituer une thérapie 
qui du point de vue pharmacologique pourrait s’av érer encore plus rationnelle et 
plus efficace. 
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Summary 

The effect of mecholyl on peripheral reactivation was studied in schizophre- 
nic patients under largactil or stemetil therapy and in schizophrenic patients 
without any tranquilizing pretreatment, Patients were further subdivided in 
“normoreactors” and “hyporeactors” according to Gellhorn classification based 
on the blood pressure response. 

In the group without any pretreatment mecholil causes a certain degree of 
sympathetic reactivation w hich is more intense in normoreactors. Both “groups 
however did not show any positive sign of adrenocortical activation under such 
condition. 

Following pretreatment with largactil, both groups react by a somewhat 
lesser sympathetic reactivity; hyporeactors, however, show a certain degree of 
adrenocortical reactivation. 

Pretreatment with stemetil decreases still more the sympathetic reactions of 
both groups to mecholy]; the adrenocortical reactivation of normoreactors, under 
such conditions, appears to be greatly enhanced. 





PRIZES FOR 
RESEARCH IN MENTAL RETARDATION 


The PARENT-SCHOOL organization for exceptional children of 
the Provincial Training school at Red Deer have inaugurated an annual 
award of three prizes of $100.00 each to persons in North America or 
Europe who have done original research in the field of Mental Deficiency. 


THIS MAY BE IN THE FIELD OF: 
Medicine : Psychology : Genetics : Psychiatry : Education : Eugenics. 
This work should have been done within the past twelve menths 
and manuscripts or reprints (in ENGLISH) of publications will be 
accepted from professionally qualified people in these various fields. 
Manuscripts should be submitted in six copies to the Chairman, Research 
Committee, Parent School Organization for Exceptional Children, Box 
580, Red Deer, Alberta, Canada, not later than 31st July 1960. The 
winners of the awards will be announced at a later date. 
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EVALUATION CLINIQUE DE LA TRIFLUOPERAZINE 
Yvan Lécer, M.D., M. Berruiaume, M.D., L. P. Ferron, M.D., 
G. Paut-Hus, M.D., R. Lecautt, M.D., F. Bisson, M.D. 


Les premiers rapports publiés sur les aspects cliniques et pharmacologiques 
de la Stelazine ou trifluopérazine indiquent que ce nouveau dérivé de la phéno- 
thiazine se compare favorablement aux autres ataractiques. Les différents in- 
vestigateurs ont noté particuli¢rement de bons résultats chez les schizophrénes 
chroniques qui présentaient soit des hallucinations, soit une indifférence et une 
apathie marquées. De plus, un grand nombre de cas rapportés se sont améliorés 
alors que dautres neuroleptiques ét étaient demeurés sans effet sur eux. 

Les principaux effets secondaires a l'emploi de la trifluopérazine sont a peu 
pres les mémes qu’avec les autres dérivés de la phénothiazine i.e. dyskinésie, 
parkinsonisme, anxiété, akathisie etc... . Nous basant sur ces données nous avons 


voulu expérimenter la Stélazine sur un groupe de schizophrénes chroniques de 
notre hopital. 


Methode d’investigation 
Deux groupes de quinze schizophrénes furent choisis soit quinze hommes et 
quinze femmes. Le seul critére établi dans ce choix était que les patients fussent 
hallucinés ou apathiques. Cette étude porte sur dix-sept schizophrénes avec 
pape eng auditives et treize schizophrenes avec apathie comme signe dominant. 
La plupart de ces patients ont déja regu d’autres tranquillisants sans changement 
appreciable dans leur état mental ou leur comportement. L'age moyen de ces 


patients est de trente-deux ans tandis que la moyenne d’années de maladie est de 
six ans. 


La durée de |’expérimentation fut limitée 4 deux mois, période qui, a notre 
point de vue, nous permettait d’avoir au moins une indication de l’efficacité du 
médicament. 

Le dosage initial fut de cing mg. matin et soir. L’augmentation ou la di- 
minution subséquente dans ce dosage était fonction de la réponse clinique du 
patient, Les doses ont varié entre cing et trente mg. par jour. La médication fut 
administrée per os sauf dans de rares exceptions ot: la voie intramusculaire dut 
étre employee. 

La toxicité de la trifluopérazine fut évaluée par les analyses de laboratoire 
suivantes: formule sanguine complete avec diftérentielle, glycémie, thymol, 
analyse d’urine complete et enfin le dosage des chlorures sanguins. Cette derniére 
analyse a été incluse a la suite d’une objection soulevant le point suivant: si le 
fluor déplace le chlore, qu’arrive-t-il a élément fluor de la trifluopérazine dans 
organisme? Selon cette objection, il devrait y avoir une augmentation des 
chlorures libres du sang. Les analyses indiquees ont été faites avant le début du 
traitement et répétces aprés un mois de méme qu’a la fin de l’expérimentation. 

Le poids, le pouls, la pression artérielle et la température furent enrégistrés a 
intervalles réguliers. 

L’évaluation psychiatrique proprement dite a été confiée a deux examinateurs 
indépendants. Ceux-ci établirent avant le traitement un bilan de l’état mental de 
chacun des patients. Cette base étant établie, ils ont revu les patients a deux reprises 
soit a la fin du premier mois et a la fin du deuxiéme. Ces deux médecins voyaient 
le patient ensemble mais ne se consultaient pas et rédigeaient un rapport séparé 
de leurs observations. Ils n’ont eu aucun autre contact avec les patients. 
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La trifluopérazine était prescrite par le médecin de la salle et c’est lui qui 
variait la dose du médicament soit en |’augmentant s'il n’y avait pas d’amélioration 
soit en la diminuant si les réactions secondaires étaient trop marquées. 

Les patients n’ont pas été vus en psychothérapie ni suivis de fagon parti- 
culiére par le personnel de la salle. Les membres du personnel ainsi que le médecin 
de salle évaluaient le comportement du patient dans sa vie quotidienne. 

Les complications ou effets secondaires étaient amenés 4 l’attention du 
médecin qui voyait a ce que le traitement approprié soit donnée. 

Les trente patients choisis étaient donc sous la supervision de quatre mé- 
decins de salle et évalués par deux examinateurs. Tous les résultats furent com- 
pilés et comparés en vue de la rédaction de ce rapport, 


Resultats 
Le baréme établi pour évaluer les résultats a été le suivant; 

0. Pas d’amélioration ou aggravation. 

1. Amélioration légére i.e. diminution des signes manifestés par le 

patient dans son comportement et son idéation. 

2. Amélioration moyenne i.e. amélioration nette du comportement 
ordinairement secondaire a une diminution des signes de psychose. 
Amélioration marquée i.e. amélioration du comportement et de |’état 
mental avec disparition 4 peu prés complete de la psychose. Congé 
éventuel si le patient se maintient dans cet état. 

Nos trente schizophrénes ont été divisés en deux groupes soit dix-sept hallucinés et 
treize apathiques. 

Sur les dix-sept schizophrénes hallucinés nous avons comme résultat: 
pts. ou 30% 
pts. ou 47% 


w 


0. Pas d’amélioration 
Amélioration légére 


nas 


i 
2. Amélioration moyenne 4 pts. ou 23% 
3. Amélioration marquée Opt ou 4 


Dans l’ensemble nous avons 12 améliorations sur 17 cas soit un pourcentage de 70. 
Quant aux schizophrénes apathiques, les résultats se lisent comme suit: 


0. Pas d’amélioration 4 pts. ou 30% 
1. Amélioration légére 5 pts. ou 40% 
2. Amélioration moyenne 3 pts. ou 23% 
3. Amélioration marquée Il pt. ou 7% 


L’amélioration est notée dans neuf cas sur treize soit un pourcentage de 70, 
le méme que pour le groupe des hallucinés. 

Parmi le premier groupe nous avons remarqué la disparition des hallucinations 
dans un cas, une diminution nette dans deux cas et une diminution moins ac- 
centuée dans les cing autres cas. La diminution des hallucinations semble avoir 
amené un meilleur comportement. Moins préoccupés par leurs voix les patients 
sadaptent plus facilement a la routine de l’hopital facilitant ainsi la tache du 
personnel. 

Chez les apathiques améliorés nous avons noté un regain d’intérét et un 
désir de participer davantage aux activités courantes. Les patients montrent un 
peu d’affect et apparaissent stimulés. Au lieu de s’isoler ils deviennent plus sociables 
et mieux motives quant a leur coopération au traitement. 

Neuf patients sur trente n’ont montré aucune amélioration soit trente pour 


cent. 
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La médication fut suspendue dans un cas non pas a cause d’une aggravation 
ou d’effets secondaires marqués mais plutét parce que l’absence d’amélioration 
et l'état physique de cette patiente ne nous permettaient pas d’attendre plus 
longtemps. 


Si nous faisons la compilation des résultats des deux groupes nous obtenons: 


0. Pas d’amélioration 9 pts. ou 30% 
1. Amélioration légére 14 pts. ou 47% 
2. Amélioration moyenne 6 pts. ou 20% 
3. Amélioration marquée l pt. ou 3% 


Effets secondaires 

A la suite de |’administration de la trifluopérazine les effets secondaires ont été 
minimes sauf pour les réactions mettant en cause le systeme extra-pyramidal. 
Parmi celles-ci nous notons le parkinsonisme avec ses anomalies de la posture et de la 
démarche, les tremblements plus ou moins marqués selon les patients mais que 
nous retrouvons dans environ trente pour cent des cas. Ces signes de Parkinson- 
isme sont les mémes que ceux retrouvés avec les autres dérives de la phénothia- 
zine. Ils disparaissent de deux fagons soit par la diminution de la dose donnée 
ou soit encore par l’administration de médicament comme trihexyphenidyl ou 
procyclidine hydrochloride. 

Un autre effect de la trifluopérazine remarqué chez huit patients et classifi¢ 
sous le vocable l’akathisie consiste en une agitation intéricure li¢ée a un besoin de 
remuer constamment. Le patient nous dit qu'il se sent anxieux, ne peut rester en 
place. Il perd l'appétit, ne dort plus et devient plus irritable. Le traitement est le 
méme que pour le Parkinsonisme avec, si nécessaire, |’injection intra-veineuse de 
caféine et sodium benzoate ou de sodium phenobarbital. 

Pression artérielle. Dans ensemble il existe une légere diminution de la 
pression avec une maxima qui descend rarement en bas de 100 mm. de Hg. 

Pouls et Temepérature. Aucun changement appréciable n’a été remarqué. 

Poids. La courbe de poids est demeurée la méme chez dix patients. Une 
augmentation de poids a été enregistrée chez treize autres. Les variations ont 
oscillé entre deux et douze pour cent avec une moyenne d’environ quatre pour 
cent. Cette augmentation de poids coincide avec une amélioration de |’état mental. 
Sept patients ont vu leur poids diminuer de deux a seize pour cent. Ces patients 
ne se sont pas améliorés et ce sont ceux-la surtout qui ont montré des signes 
d’akathisie. 

Sonmolence. I\ faut noter l’absence presque totale de somnolence chez tous 
les patients méme ceux qui ont regu jusqu’a trente mg. par jour. 

Laboratoire. Les examens de laboratoire énumérés plus haut ont été faits a 
trois reprises. La compilation et analyse des résultats n’ont montré aucun signe 
de toxicité. Tous sont dans les limites de la normale. Le dosage des chlorures n’a 
subi aucune variation en dehors de la normale. Ce qui semble montrer que le 
fluor reste lié 4 la molécule on encore que la quantité est insuffisante pour affecter 
le métabolisme. 


Conclusion 
L’emploi de la trifluopérazine s'est montré efficace dans le traitement d'un 
groupe de trente schizophrénes chroniques. C’est un puissant dérivé de la phé- 
nothiazine et il se mérite surement une place dans la thérapie de la schizophrénie, 
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Summary 


In this clinical study trifluoper azine was given to a group of 30 apathetic or 
hallucinated patients. Most of these chronic schizophrenic patients had taken other 
tr anquillizers without noticeable results. For a period of two months they re- 
ceived between five and thirty mg. of trifluoper azine “per os”. Their mental con- 
dition was evaluated by two independent observers at the beginning and at the 
end of the experiment. 


In the group of the 17 hallucinated patients results were as follows: 

No improvement 30%, slight improvement 47°, moderate improvement 
23%, marked improvement 0 

In the other group of 13 apathetic patients the results were about identical; no 


improvement 30°, slight improvement 40%, moderate improvement 23 
marked improvement 7°, 


The medication was stopped in one case because there was no improvement 
and the patient needed another form of therapy. Side effects were minimal 
except for akathisia and signs of parkinsonism which occurred in about 30% of 
the group. 

These effects disappeared with artane or with a decrease in the dosage. 

[here was no marked change in the blood pressure, pulse or temperature. 

Those who were improved gained about 4° in w eight while the ones who 
did not show any improvement lost a few pounds averaging about 6°% 


There was no somnolence. The routine blood and urine tests did not reveal 
any signs of toxicity. In concluding the authors say trifluoperazine has shown 
itself to be of value in the treatment of chronic schizophrenia. 
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PREOCCUPATION WITH THE SHAPE OF THE BREAST 
AS A PSYCHIATRIC SYMPTOM IN WOMEN* 
Kart Stern, M.D., Dents Dovon, M.D. and Rocer Racine, M.D. 


Introduction 


With the recent interest in the psychosomatic aspects of breast cancer followed 
by mastectomy sev eral studies have been made on the significance of the breast 
in the woman’s body image, its unconscious implications, and the emotional impact 
of amputation of the breast on the patient (Bacon, Renneker and Cutler 1952, 
Tarlan, Milton and Smalheiser 1951, Bard 1952, Bard and Sutherland 1952). In all 
these cases the psychological dynamics are dominated by the fact that the malignant 
disease constitutes an objectiv e, grave threat to the patient — besides the specific 
meaning of the particular “organ choice” and its symbolic implication. Much 
less is known about the patient whose interest is focused on the breast for purely 
aesthetic reasons, or at any rate when there is no question of cancer with the 
objective threat of disease and death. This question is important for the plastic 
surgeon whose patients, as is well known, are frequently neurotically motivated 
and to the psychiatrist to whom all symptoms referring to the body image are of 
diagnostic and psy chodynamic significance. The following is a report of six 
patients who came primarily to the psychiatrists’ attention and in whose symptom- 
atology a preoccupation with the shape of the breast played a significant role. 


Observations 


Case No. 1 \ sixty year old woman of pyknic body build was admitted to the hospital 
in a severe state of agitated depression, insomnia and anorexia. Five months before admission 
she had undergone plastic surgery of the breast in London, England. She had asked for this 
operation because her sister, four years her junior, had undergone a plastic surgery for 
cosmetic reasons, and, according to the patient, that operation had been very successful. 
Following the sister’s operation the patient felt that her own breasts needed a “lifting” 
operation. The patient felt somewhat unhappy about the outcome of the operation (which, 
objectively, had been successful). On a visit with her only son who is married and lives in 
Montreal this vague feeling of unhappiness increased acutely into the full-blown clinical 
picture of Melancholia. She paced the floor incessantly, wrung her hands, repeated that her 
life was destroyed, and stopped eating and sleeping. 

The detailed circumstances of her operation had been the following. She was working 
in one of the big foreign embassies in London as a secretary when her chief who had been 
her lover at one time took as a secretary his own daughter-in-law, a beautiful and elegant 
woman who had divorced his (the employer’s) son. “Although I had left my friend (who, 
incidentally, was himself a divorced man) I became jealous of this girl, I envied her for her 
figure. I thought my breasts were two low, too big. I wanted to do like my sister. However, 
the operation was not so successful. An hematoma developed on the left breast and the 
surgeon told me I would have a scar unless he made a graft. Therefore he took a piece of 
skin from my left leg.” The patient felt mutilated and wondered why she had acted so 
foolishly. 

She became so depressed that she came to see her son in Montreal. She worried now 
about the money her son had to spend for her. 

There was a history of two previous depressions, one at the death of her husband when 
she was forty-two years old. This lasted six months. The other one occurred in 1950 when 
she decided to leave her employer. She had had a few sexual relations with him and she had 
guilt feelings because he was married. This depression lasted for a few months. 

The patient was born in France of a rather well-to-do middle class family. Her father 
died at sixty. Her mother is eighty years old, alive and well. The parents were happily 
married. The patient was the oldest in the family. One sister, fifty-six years, was married, 
separated and living with another man. One brother died at twenty-five of Tuberculosis, when 
the patient was twenty-eight. 


“From the Institut Albert Prévost, Montréal, and Department of Psychiatry of the University of Montreal, 
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She did not remember any early child fears of the darkness, or thunderstorms or domestic 
animals. She disliked cats. No enuresis, except for a few times at the age of twelve. There 
was no history of nail-biting. 

At school she finished Grade X. She was a good student, liked her teachers and got along 
well with her schoolmates. Since her husband’s death she has always worked as a secretary 
in a big embassy, at one time for the United Nations. 

She was a non-practising Catholic. Now she said she felt guilty and regretted her past life. 

Menarche at thirteen years. No undue reaction. At twenty-six she married an American 
diplomat, with whom she had fallen in love and had had pre-marital relations. He was 
thirteen years older than she and died at fifty-three from cancer of the larynx. She took care 
of him in Paris and was depressed for six months after his death. There were no extra-marital 
relations. 

There are two sons, thirty and thirty-three years. One has had Tuberculosis and this 
worried her. 

Shortly before the War she fell in love with an English doctor, a histologist. The marriage 
was postponed because of the War. At the United Nations she became the mistress of her 
employer. She left him because she felt guilty about going out with a married man. As 
already mentioned, recently this employer, a few months before her operation, took his 
daughter-in-law as secretary. The patient became jealous of the beautiful girl and as indicated 
above, after seeing her sister, decided to undergo plastic surgery of the breasts. 

On account of her severe agitated depression and the psychotic colouring of her feelings 
of regret and guilt (objectively the breast surgery had obviously been successful) she was given 
a series of six Electroshocks. She made a good recovery. For purely external reasons she had 
to go back to England after three weeks, and was referred to a physician in London for 
psychotherapeutic follow-up. It is not known whether she actually did this but when last 
heard of, seven months after her discharge, she was well. 


Summary of Case 1 


Agitated Depression, of psychotic degree, in a woman of sixty, with a history 
of two previous attacks of depression, one followi ing the death of her husband. 
[he present depression was precipitated by a plastic cosmetic surgery of the 
breast which had been objectively a success but which the patient herself regarded 
as a failure and which to her was associated with guilt. From a dynamic point of 
view the most noteworthy features were the fact that a younger sister had, before 
her, undergone successful cosmetic surgery of the breast, and that the patient's 
employer who hi id at one time been her lov er, had begun an affair with a younger 
employ ee (his own one-time daughter-i in-law) who was, according to the patient, 
“elegant and beautiful” 


Case No. 2 [his was an unmarried woman of twenty-seven, a research worker in the 
field of one of the natural sciences, with a brilliant reputation, and with a degree of Ph.D. 
which she had acquired at one of the English universities. She had come to see one of us 
because a friend of hers, a woman about three years older than she, had been under treatment 
with this physician and had developed a strong attachment to him. The patient herselt 
complained of depressions of a rather fluctuating course. Apart from that she had become 
aware of the fact that she had a tendency not to maintain friendships and to break them off. 
Particularly her friendships with men usually took a negative turn and led to break-ups. 

She was born in an European continental capital, in a German-speaking country, he: 
father was a well-known successful lawyer whom she herself described as “complex, very 
intelligent, high-strung with a great sense of humour”. He suffered lately from insomnia but 
otherwise was, according to her, quite able to relax. He was sixty years of age. 

The mother was fifty-nine years of age and was described by her as “very attractive, 
artistic” but otherwise below the father’s level from an intellectual point of view. The patient 
described her parents’ marriage as very happy. 

There had first been two artificially induced abortions because the couple apparently did 
not want to have any children at all. Then there was a daughter three years the senior of our 
patient. This older sister was described by the patient as “very attractive and very brilliant” 

The family was Protestant, but racially of Jewish extraction. The daughters emigrated 
rather early under the Nazi regime and the older sister had entered the British diplomatic 
service. Six years before the patient was first seen by the psychiatrist her older sister had died 
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at the age of twenty-four while working in a rather specialized work of secretary in a diplomatic 
post in the Near-East. The cause of death was Tuberculous Meningitis and the sister had died 
after a few weeks of illness. No member of the family was anywhere close to her while this 
happened. The patient was at that time still doing undergraduate work at one of the English 
universities. 

The patient knew that her own birth was definitely not planned and while her mother 
was pregnant with her the parents thought very seriously of committing another artificial 
abortion. She also was told by the parents that they wanted a boy at that time if the pregnancy 
should be carried through at all. Her mother told her that when it became known that she 
was pregnant (with the patient) the doctor said to the parents: “What do we do about it 
this time?” 

As a child she had none of the common “signs of the nervous child” but she was always 
known to be very stubborn. She had been known as being.artistically gifted even from child- 
hood. She was very musical, particularly gifted for writing and poetry. She did that all her 
life, and during the psychotherapy she brought from time to time poems she had written 
which showed a superior gift, particularly since these poems were written in a language which 
was not her mother tongue. She left her home-country at the age of eleven and went to 
England, and she astonished everybody by choosing one of the exact sciences to study. This 
seemed so contrary to her basic talents but since she was generally extremely intelligent she 
was apparently very successful and she graduated finally in 1946 from the University of 
London. She had come to Canada about two years before she underwent treatment and she 
worked in a rather responsible research position. 


About her work she felt rather ambivalent. She was herself surprised at her success and 
she remarked several times that she was not at all really identified with her kind of work. She 
did not feel that she was really competent for the kind of laboratory work she did although 
she was apparently very well accepted by those under whom she had to do research. At the 
same time she always continued with her interest in the fine arts, in music and particularly 
poetry. She also wrote short stories. 


From a religious point of view she said that she had been brought up as a Lutheran but 
that her religious ties “fluctuated a lot”. 


She did not feel that she had a sexual problem from a strict limited point of view but she 
said, even in the first interview, that she had a tendency to form friendships with the opposite 
sex, become rather attached, and then to find some excuse to break it off again. As indicated 
above, this was one of the basic complaints for which she came. It was also obvious from her 
history that she had a tendency to develop rather overt, conscious, ambivalent feelings toward 
che men under whom she worked in her research positions. So much so that at a certain 
moment she felt rejected and she had to give up her position. 


She was taken into psychotherapy on a basis of about three hours per week. 


After about a dozen sessions she began, rather bashfully, to speak about something she 
had never mentioned before, namely the fact that she felt she was “deformed”. She said that, 
besides the surgeon, the therapist was the first person to whom she ever revealed this. This 
revelation was the more striking since for all intents and purposes she was strikingly pretty 
and attractive. When asked why she felt “deformed” she was first rather hesitating and did 
not want to go into it in details. Therefore the therapist did not want to press the point any 
further. Gradually she came out with the following story. Immediately after her sister’s 
death which had produced a great shock and disturbance in her life, she developed an “infection” 
of the breast. For this she had to be operated (incision). However, she had several relapses 
of this and in the end her breasts became so deformed by scars that her surgeon in England 
told her that even the best plastic surgeon could not do anything to help any more from a 
cosmetic point of view. From the way she told this story the therapist got a very strong 
impression that the onset of her infectious illness after the sister’s death was, as far as time 
relationship was concerned, no coincidence. Moreover, it was also rather suggestive that she 
had manoeuvred her surgeons into operating several times as it occurs occasionally in neurotic 
people who have a tendency tow ards “polysurgery”. However, since about five to six years 
had passed since that time and the time of the therapy none of this could be absolutely proved. 
The most noteworthy factor which came out under therapy was a very strongly ambivalent 
relationship to the father and a very disturbed line of identification. It became obvious that she 
had suppressed the artistic, poetic line in her and chosen to the astonishment of all her friends, 
a career in the natural sciences and in laboratory research as part of a strong paternal identifica- 
tion. This suppression of her femininity also came out in the transference relationship. Once 
she produced a dream in which the therapist handed her a red apple which he polished 
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carefully. The patient was annoyed because she preferred hard, green ones. She went to a 
food store to buy bananas. However, once arrived there she took oranges instead because they 
contained more vitamins. About this she was annoyed at herself. 

On another occasion she dreamt that her landlord knocked at her door. He would leave 
his keys with her. He spoke of taking fire insurance but he said that it was not likely that 
a fire would happen. 

Another element which came out very strongly during the therapy was the marked 
hostility against the sister during childhood. On one occasion she produced a dream in which 
she was “getting ready to leave but I had to pack my sister’s things as well as my own. There 
were only fifteen minutes but I had a button still to sew on to my shirt. I also wanted to pack 
my earrings.” In another dream she saw the therapist sitting at his desk and her sister was 
somewhere around too in the same room. The therapist was waiting for the patient to talk 
and also to talk about her dreams but he was in a hurry. There was a woman in the room by 
the name of Eva who in reality was a woman who lived in an apartment above the patient 
herself and whose sister, in reality, had died of cancer. 

On one occasion the therapist attempted to point out to her that other women also had 
deforming scars on their breasts but that they were able, somehow, to convey this to a man 
before they got seriously engaged and that this in itself would, on the level of practical 
reality, be no obstacle. However, she was unable to accept this. No direct interpretation of 
the presumable connection of the strong over-evaluation of her “deformation” with her sister's 
death was ever made. After four months she had to go to another city, and when last 
heard of she had broken up another engagement. 


Summary of Case 2 

Twenty-seven year old unmarried woman with psychoneurotic de pressions 
superimposed on a severe character neurosis. Immediately followi ing the death 
of a sister three years older the patient developed a purulent bilateral infection 
of the breast which made repeated operations necessary. At the time of treatment 
the patient believed herself mutilated beyond repair, ‘and there are strong indica- 
tions that this pretty, attractive young woman has “over-evaluating’’ ideas of 
shame and unworthiness concerning her post-oper rative scars which made her 
incapable of entering any normal relationship of love. Dynamically the most 
noteworthy features of her history are: two artificial abortions of the mother 
preceding the sister’s birth, the fact that an artificial abortion was seriously 
considered when the mother was pregnant with the patient, coupled with the 
parents’ wish that she should have been a boy. Throughout her history there 
are indications of a severely disturbed line of parental identification. The patient 
had adopted a line of paternal identification. There had been overt phantasies 
of killing or mutilation toward the sister. The patient finally underwent therapy 
with the same psy chiatrist who was treating her closest woman friend who was 
about the late sister’s age. 


Case No. 3 [he patient is a twenty-six year old single woman. Her appearance is frail 
but agreeable. She was admitted to the hospital because of a psychotic state with marked 
psychomotor agitation. Therefore the details concerning her past life and the recent events 
which have precipitated the present episode are obtained from a sister. One brother has had 
a strong influence on the patient. He himself was following analytic treatment and he 
decided to analyse his sister three hours a week. Since the acting out was not fast enough 
he tried to use cognac as a stimulating agent and thus help the imprisoned subconscious to 
liberate itself. The effect far surpassed the hopes of the unfortunate therapist. The sub- 
conscious invaded the conscience and the patient continued to act out for several days. She 
regressed to the point where she would drink only hot milk, the symbolic language became 
her habitual language, she expressed bizarre religious ideas and manifested an agitation similar 
to the manic agitation. 

Che whole family seems attached to the father who is an industrialist, the director of a soft 
drink factory in a small town. He is sixty years old and seems to have been rigid but good 
to his chlidren. The mother, aged fifty-nine, is described by the sister as a kind and pleasant 
woman. There are eight children alive, three girls and five boys and the patient is the 
fifth child. 
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The informant (the older sister) states that after the patient was born, an interval of five 
vears without births has elapsed. “Until she was five my sister was the ‘baby’.” She was 
rocked by her father. When a little sister was born, instead of being gay and playful, she 
hecame seclusive and quiet. The younger sister suffered from T.B. meningitis and had to be 
attentively cared for by the parents and particularly by the informant. She died at the age 
of two, when the patient was seven. 

It seems that the informant used to be the “ideal” of the family. She mothered the 
patient. The patient rivalled with her and envied another vounger sister. She wanted to 
become a social worker like her sister and she resented the fact that she was less favoured 
than her. 

At school the patient was shy but nevertheless mixed reasonably well and got along well 
with her teachers. She left school at sixteen, in Grade XII, because the older sister was leaving 
the house to continue in her social worker’s course. Here the informant is vague and suggests that 
the patient did not leave school because of her sister but because she was not successful in her 
studies. “However, my sister had to replace me with my father and brother who are managing 
this soft drink factory.” The patient nevertheless went to Toronto to study but w as too 
lonely to stay there. She came back and finally went to work for her brother. 

She became attached to an older woman, a painter who interpreted the patient's paintings 
and talked to her of psychoanalysis. When the patient decided to undergo plastic surgery she 
did not confide it to the woman painter. The painter died shortly afterwards in an automobile 
accident. 

During her adolescence the patient had been a plump and pretty girl but at tw enty-one 
she began to lose weight after her return from Toronto and even went on a diet. Her breasts 
became pendulous. The patient talked to her mother of plastic surgery, and then to the older 
sister, the informant, showing her her breasts. The sister says she had to admit the breasts 
looked unattractive. “We all have beautiful breasts in our family. 1 did not know that her 
breasts were so unaesthetic because she dressed well.” 

The older sister adopted a neutral attitude toward this. In any case, when the patient 
talked to her about it, the operation was already arranged. This was done in great secret. 
No one else but the mother and the sister knew about it. The patient went to a Monreal 
hospital and was operated by a w ell-known plastic surgeon who had photographed the patient, 
as was the custom. It might be noted that the patient never exposed herself on beaches and 
was rarely photographed. Without being prudish she dressed with modesty. The operation 
was long and it seems that the patient had a post-operative shock. She never commented on 
her operation, even W hen her sister visited her in the hospital. 

The patient then went to live with her older sister and another girl in Montreal. “Every- 
thing was kept in great secret. One would have thought that my sister had been pregnant 
and had had a baby. I would have liked to reveal the operation to my companion to relieve 
the tension. My sister, to escape comments, began to work as if nothing had happened.” 


Apparently there was no depressive reaction. In the meantime, until the present episode 
which started in January 1956, the only incident was the hunting accident of a brother. 

It is interesting that during her psychotic episode the patient forced her sister, with threats, 
to take off her clothes and remain in gynaecological position during hours, a humiliation 
which shows a lot of hostility against this sister. 


During hospitalization she was still irrational and incoherent for one week. She was 
treated with high dosage of Largactil and Electroshock, and she made a good recovery from this 
psychotic attack. Her speech and conduct became rational and she mixed well with others. 
She was discharged after one month (and since her hometown is about one hundred miles 
from Montreal we have lost contact with her). She asked spontaneously to see a woman 
psychotherapist she had seen a few times before her schizophrenic reaction. She is doing very 
well according to the last report we had. 


Summary of Case 3 


An unmarried woman of twenty-six who was admitted in a state of an acute 
psychosis w ith serious psychomotor excitement. The differential diagnosis 
between manic and catatonic excitement was difficult but there were elements of 
bizarreness, mannerism and incoherence which were in favour of a schizophrenic 
reaction. The most remarkable features in her history were an overt rivalry 
with one younger sister and with the oldest sister. The youngest sister died when 
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the patient was seven years of age. The decision to have a cosmetic surgery of 
the breast done was based on what seems to have been objectiv ely motivated 
(pendulous breast?) and was made while the patient had an intensive friendship 
with a woman painter who was considerably older than she. There was a history 
of post-operative shock. However, there was no overt link between her psychosis 
and the breast operation five years previously. It is noteworthy that her painter 
friend was since then killed in a car accident, and that an older brother’s hunting 
accident followed by amputation preceded the psy chotic reaction. 


Case No.4 This was a twenty-year old girl, blond, of small stature, somewhat plump, 
and well dressed. She wore sunglasses most of the time, even when this was not objectively 
indicated. 

As a reason for coming here she gave first the fact that her menstruations were often 
delayed as much as two months, and that her doctor had to give her injections for this. After- 
wards however, she added that there had been other reasons too. She had “hysterical crises” 
in which she screamed, cried, held her stomach, and had the hiccups. In the middle of all 
this she asked the examiner what he thought of “radeiesthesia” and what it meant. 

She gave her family history as follows. Her father is forty-seven, alive and well. He 
is the director of a factory in a middle-sized town. She said that she was very attached to him 
alrhough he “does not always love with his heart”. On one occasion she remarked: “I 
challenge my father all the time, I know I have to hurt him to get what I want from him. 
If I don’t, he'll hide in his golf bag”. On one occasion, when speaking about her father, she 
mentioned a short story by Tolstoy called “L’Etang”. This concerns a man who corners a 
woman until she gets hysterical. She claimed that her father’s attitude toward her was the 
same as the man’s attitude in that short story. 

She spoke very little of her mother who is forty-one, alive and well. She said however 
that her parents often quarrelled. 

There were seven children in the following order: a girl of twenty-four, a girl of 
twenty-two, the patient who is twenty, a girl of eighteen and a twin brother of eighteen, 
a girl of fourteen, a girl of nine. The patient says spontaneously that she quarrelled with 
everybody in the family, especially with an older sister who teased her and depreciated her. 
That older sister always used to call her the “bib baby”. She says that her entire childhood 
was marked by rivalry between the sisters and the brother, but particularly by the rivalry 
between her and that older sister. She says that people in her family tell her “You cry 
for nothing, twenty-four hours a day” 

She denied any of the so-called “symptoms of the nervous child”. There were no parti- 
cular childhood fears, no enuresis, no nail-biting. 

She left school in the middle of High School because of those “hysterical acts” of which 
she spoke above. Her relationships with her teachers was poor, particularly with those for 
mathematics. As far as her schoolmates are concerned she always felt apart from others. 

Since leaving school she has been at home. Her main recreations were rather high-brow, 
she likes beautiful music and books, it was obvious that she was actually quite well read and 
cultured. 

She was a practising Roman Catholic, and from the point of view of religion there were 
no overt conflicts or complications. 

She had her menarche at the age of eleven. Her menstruations were regular until the 
age of fifteen when they became rare, and occurred only at the interval of two months. 
She was treated by a doctor with injections and investigation of the thyroid proved negative. 
She has gained a lot of weight in the last few years and this preoccupied her. At fifteen 
she was very much admired and she thought of becoming a model. She says that in those 
days her breasts were firm, her stomach was not flabby. After that she became fat, her 
stomach became big, her complexion was not so good, and she began to think of plastic 
surgery for her breasts. 


She had few boy-friends. At the age of eighteen she would have liked to have actual inti- 
mate relations with a young man but the thought of being undressed and of her breasts being 
seen by someone made her wonder whether she could ever be physically attractive. Even during 
the first interview she asked the examiner whether he had seen her breasts and whether if 
so he would not be repelled by her. She spoke a lot of her breasts in a way of someone 
who was more or less obsessed by the idea. She said that she was being teased because she 
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was plump, that men disregarded her. The very idea of ever being undressed made her 
reject marriage. She said that she liked men that were about twenty years her senior. She 
felt that young men of her age were clumsy, awkward and bashful. 

As indicated above she was somewhat literary and artificial in her conversation. Her 
talk was frequently interspersed with latin maxims: “In medio stat virtus” etc. She spoke 
vaguely of a Spartan education. She said to the examiner that she did not find him warm- 
hearted in the beginning: “I like human contacts, | want affection and love.” However, just 
the same, she admired a Spartan type of education. She does not like to dance with women 
“but with men, if they are gallant, and know how to approach a woman”. The examiner’s 
impression after the first interview was that this was a girl with a serious character disorder, 
and that there was a strong narcissistic element. At the same time it was also felt there were 
strong superimposed hysterical elements. 

During her stay in hospital she was treated exclusively by psychotherapy. 

On one occasion her father saw the treating physician and it seemed rather characteristic 
that he stated during the first interview: “My daugher has an Oedipus complex. She loves 
me.” The following excerpts from the physician’s notes may be characteristic: “I have read 
too much, seen too much, drunk too much. So I don’t like myself anymore. I'd like to 
lose thirty pounds of weight. Please, doctor, send me to a plastic surgeon.” The pre- 
occupation with her external appearance was not confined to her breasts only. After each 
bath she would say to her physician: “Look at my skin”. The physician was not able to see 
anything except a very faintest trace of acne. 

Another statement which came out several times during interviews was that she had 
consciously intended to clear the way in her life, to free herself from her sisters and from 
her father. On another occasion she would say: “If 1 only were a man”. 

She once made an attempt to establish a serious relationship with her father’s best friend, 
a bachelor. In doing this she had gotten drunk, and she went up to her room and vomited. 
While she was faking sleep her father cleaned the floor of her room up. 

Another noteworthy statement is the fact that she said whenever she was in a place 
where there were many women and only one man, for example a hospital with a chaplain 
or a school in which there was only one male teacher, she would go after that man and try 
to scandalize him by making rather saucy remarks about sex and to make him feel embarrassed. 

The original impression of a severe character neurosis with marked narcissistic features, 
and with superimposed hysterical traits was confirmed. She was seen regularly every day 
in psyschotherapy for about at least half an hour, and she left the hospital after one month 
just when she had established a strong positive transference to her physician. She promised 
to come back from outside (she lives in a town about a hundred miles away from Montreal) 
but she never showed up. 


Summary of Case 4 

Twenty year old girl. Character Neurosis, with hysterical features. There 
is a history of dramatic psychomotor outbursts of yelling and crying. There are 
also endocrinological symptoms, such as oligemenorrhoea and obesity. Overt 
siblings rivalry, particularly with one older sister. Overt narcissism and undue 
preoccupation with her physical appearance, particularly with the shape of her 
breasts. 


Case No. 5 This was a woman of thirty-five, unmarried, until recently working in a 
government office as.a civil servant. She was rather good-looking, of medium height, slim, 
obviously careful in her appearance and, if anything, younger than the stated age. 

She had been known to the examiner two years before, when she was admitted to the 
Ottawa General Hospital after some abortive attempts at wrist-cutting which had been preci- 
pitated by a quarrel with her father. 

This time she came because she felt she had become too dependent on sleeping pills and 
on drinking. She also was very depressed and tense. 

This time she told the examiner she had been extremely disappointed in all the psychiatrists 
who had treated her before. One had quite consciously got her to fall in love with him, and 
she described this relationship as what seems to be a very pathological, erotically coloured 
transference. She also spoke of physical contacts she had had with him, although not overtly 
sexual ones. However, since she spoke of all the other previous therapists in terms of sinister 
designs on her this had to be taken with a grain of salt. Moreover, she said that the one 
therapist to whom she had this very strong erotic attachment and the one who took over 
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after him had an homosexual relationship with one another. These two therapists were very 
well known to the examiner, and it was obvious that this interpretation was entirely delusional. 

During this conversation she broke down with tears and revealed something which she 
had never told the examiner on her first admission, and which she apparently had never told 
anyone except the one doctor to whom she had formed this very strong attachment, namely 
that she was “a deformed woman”. Since there was nothing at all in her external appearance 
to explain such a statement the examiner asked her. She was very surprised that he would 
even ask such a question and she said in an angry tone: “Would you not say that a woman 
who has pendulous breasts is a deformed woman?” She said that this fact alone put her 
outside society and made her a marked human being. 

[his patient had a French name but she was born in California and it seems that her 
father was of European-French origin. 

Her mother had died not long before her first admission in 1953 of a cardiovascular disease 
ending with cerebral hemmorrhage. The patient had looked after her for quite some time. 

The father is sixty-four, alive and well, and works in a service station. There are two 
sisters alive, one of whom is “nervous”. One brother died in a plane crash in 1949 which 
happened while he was in training with the Air Force. 

She says there was never any love between the parents and that there were numerous 
quarrels. The children also never loved one another. 

Che older sister is forty, married, and has six children. She is called emotionally unstable. 
Che patient was the second in the family. After her came the brother who died at the age 
of twenty-nine in the plane crash mentioned above. 

The youngest is the sister of thirty-three who is married and has three children. The 
patient said about her somewhat critically: “She wants everything I have”. 

She had none of the “signs of the nervous child” except for enuresis up to the age of 
four for which she was spanked by both parents. 

She took her Junior Matric at the age of sixteen, later went to night school and took 
Philosophy and Spanish. At the age of seventeen she began with office work. Later she 
served in the Army Medical Corps. “This turned me against the medical profession.” After 
that she took various jobs. Since 1953 she has been working in telecommunication in the 
Civil Service. 

The patient had had her menarche at the age of twelve. She describes her reaction to 
this as one of “absolute curiosity”. On one occasion she says “I thought it was bleeding”. 
On another she says: “I thought it was cranberry juice”. She claims that she got sex instruction 
only at the age of eighteen, namely from a book. 

Art the age of eleven she had a “crush” on a tenor. At the age of thirteen she had a 
crush on a boy next door. In her twenties she fell seriously in love with a young man 
who later however abandoned her in order to enter the seminary to become a priest. 

She says about herself that she “has no religion”. She was brought up as a Roman 
Catholic but she “disapproved of the ‘I know’.” “I feel outside the peel.” 

She seemed quite intelligent. From the way she spoke it was obvious that at one time 
she had.had rather varied interests. She apparently had done a considerable amount of reading 
in her life. She loved musical records and was interested in “people”. She never did any 
sports as a girl. It was obvious that lately her life, even with reference to recreation and 
general interests, had become extremely impoverished and constricted. 

In the present examination she came back all the time to her peculiar relationships with 
her previous therapists, particularly to her very strongly erotically coloured attachment to 
one of them whom she hated at the same time. She also came all the time back to the 
complaint that she was “deformed”. “I don’t hate my body, I hate only part of it.” This 
last statement she made with many tears. She said that when her breasts developed she was eleven 
years old and her mother tied her breasts down with “nickel-plated safety pins” and told 
her that she was ugly. According to her every one of her doctors told her that she was 
deformed but none of them ever looked at her. (It was impossible to see how doctors could 
have made this statement since none of them ever gave her a physical examination. It was 
also not at all certain that she had consulted a plastic surgeon about her breasts.) 

[his time she came down only once for an interview from Ottawa to Montreal. When 
she received the examiner’s bill which was clipped very modest according to her salary she 
wrote him an extremely hostile letter in which she stated that he was interested only in her 
money. After this, hearing that she had been out of work for a considerable length of time, 


the examiner waived her bill and then she wrote a very apologetic letter. 
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Summary of Case 5 


Thirty- five year old unmarried woman. Pseudoneurosis. On first admission 
this patient was ‘suicidal, with demonstrative attempts at wrist-cutting. She felt 
dependent on sleeping pills. A diagnosis of character disorder w ith hysterical 
features was made. During her therapeutic relationships with various physicians, 
however, transference phenomena with delusional distortions occurred, and she 
revealed a preoccupation with her breasts w hich was obsessive, bordering on the 
delusional. Dynamically, the most striking features of her history were a feeling 
of rejection, and an overt hostility against both parents, predominantly against 
the father. 


Case No. 6 This was a sixty-five year old woman with white hair, black eyebrows and 
a shallow complexion. She looked like someone who had lost considerable weight, and her 
facial expression was tired. 

She complained of fatigue and depression. She suffered from anorexia, insomnia and 
actual loss of weight. She felt so tired that she could not get up any more. She also had 
strange sensations of warm and cold in the upper sternal region. She was very much affected 
by the changes in temperature and felt vague oesophageal discomfort. All this had begun 
mildly after a breast amputation thirteen years ago, but became more acute during the past 
two years. 

The father died at sixty-seven from heart trouble. He was a “good father”. The patient 
was forty-five when he died and she was moderately grieved over it. 

The mother died at thirty-five, from weakness (T.B.?) when the patient was five. She 
hardly remembered her. The parents’ marriage was said to be happy. The mother was 
“good”. 

There were seven children, four boys and three girls. The patient was in the middle. 
The boys were married and well. Her twa sisters were dead; one was married and died at 
forty-five of cancer of the breast. Two years after this event the patient became alarmed at 
a lump in the breast. The right breast was subsequently amputated. The patient had 
adopted a little girl from that sister’s too large family and they got along well. The other 
sister died at about forty-five from intestinal cancer. 

She could not recall any of the so-called “nervous symptoms of childhood”. 

She left school after Grade X with apparently good results. 

She worked as a housewife, and had no recreations other than looking at television. 

Menarche at thirteen, menopause at about fifty. At that time she was depressed for a 
year. She married at twenty but had no children. There is no history of pre or extra-marital 
affairs. At thirty she adopted a three-year old daughter of her sister. Her husband does 
not drink and is good to her. He is a car merchant. She claimed that her sexual adjustment 
in marriage was normal. 

She had small pox and whooping-cough. At fifty-two her right breast was removed 
completely. Last January, because of digestive troubles and cholilithiasis and cholecystectomy 
she spent a month in the country and ‘felt better afterwards. When she came back home 
she began feeling depressed and weak. She then took injections from her doctor. She denied 
fear of cancer. Last January a complete investigation of her digestive and cardiovascular 
systems was done. The result was negative and this reassured her but now she complains 
of the same trouble as before her operation. 

She has always been sickly and was treated for one thing or another by doctors. The 
husband, an alert and lucid man of seventy, says that his wife has cost him a lot of money. 
She had a depression two months after her wedding. She had another depression thirty years 
ago and another at her menopause. There have been milder fluctuating depressions in 
between. 


Summary of Case 6 

A sixty -five year old woman who is admitted with a recent history of 
depression without any specific ideational content, severe insomnia, anorexia and 
loss of weight. At the age of fifty-two, two years after the death of a younger 
sister from cancer of the breast the patient felt a small lump in her own breast. A 
unilateral mastectomy was performed at that time but no sign of malignancy was 
found. Patient had one adopted daughter who was actually a daughter of the 
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sister who had died from breast cancer. There had been conflicts with that 
adoptive daughter. The case is included in this series because of the particular 
constellation referring to the deceased sister. However, a connection between the 
patient's depression and that constellation could merely be surmised. 


Discussion and Summary 


The cases presented here are extremely varied from a symptomatological and 
from a nosological point of view. Superficially speaking, the case of a sixty year 
old woman with the classical picture of an agitated melancholia (Case 1) is very 
far removed from that of a twenty year old girl who suffered from a character 
disorder and who “acted out” hy sterically. Phenomenologically the delusional 
idea of guilt concerning the breast operation in the first case is quite different from 
the obsessive preoccupation with the shape of the (non- -opel rated breast) in the 
latter case. In a similar way one could point out important differences between 
all the remaining cases. Yet, if one disregards these differences and considers the 
cases only from a dynamic point of view there are at the same time remarkable 
similarities. The dynamic “material” varies in richness. This is obvious from 
the very fact of the nosological variety: some of the patients were acutely psy chotic 
and needed immediate sy mptomatic treatment, and for technical reasons a follow- 
up was not possible. Others were psychoneurotic patients under psychotherapy 
in whom a considerable wealth of material could be obtained. Nevertheless, even 
with this limitation, a certain uniformity is striking. There is, throughout the 
series, an overt indication of a disturbed relationship with a sister. This relationship, 
one of rivalry or identification, or both, may even enter into the actual sy mptom 
under consideration. This is certain in the first two cases and most likely in the 
last one. Moreover, there are indications (except for ‘the last case in which 
sufficient material could not be obtained) of a poorly resolved oedipal conflict, 
with a seriously disturbed line of identification, and the patient’s inability to 
accept her own femininity unequivocally. Moreover, in all these women the 
history conveys an impression of poor psy chosexual maturation, with an element of 
narcissism — features which would be in keeping with the constellation just men- 
tioned. 

In a previous communication (Stern, Fournier and LaRiviére, 1957) we have 
shown identical dynamic elements in a young girl who had, for cosmetic reasons, 
1 rhinoplasty performed, and felt after the successful operation that the surgeon 
had viciously deformed her. 


Little definite i is known about the significance of the female breast in the body 
image. There exists an ancient belief “of a direct connection between external 
genitalia and nipple. This is still apparent in the anatomical drawings of Leonardo 
da Vinci. Indeed, according to Penfield and Rasmussen there is in the 
cerebral cortical representation a connection between the external genitalia 
and the nipple. This was, at least, observed in one case of a sensory aura. In 
Schilder’s extensive classical monograph (1950) no direct mention is made of this 
subject. Schilder speaks only once of the nipples in connection with the 
experience of all points of sy mmetry which are of special significance to the body 
scheme, evidently equally in man and woman. Nevertheless, he makes an impor- 
tant observation about hy pochondriac preoccupations: namely that the organ of 
predilection is usually genitalized, most frequently in a phallic way. This refers 
to hypochondriac sy mptoms about internal organs which are phenomenologically 
somewhat different from a preoccupation w ith the external shape of the body. 
Nevertheless, the same observation was made about morbid preoccupations w ith 
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the appearance of the face, particularly the nose (Freud 1900, Brunswick 1948, 
Riimke 1950, Palmer and Blanton 1952, Stern, Fournier and LaRiviére 1957). 

On the other hand, the breast as a secondary sexual organ, has the overt mean- 
ing of feminine identification. This is accentuated by cultural and social trends 
(Margaret Mead 1949, Silverberg 1952, Glaesmer-Zaff 1953). K. Menninger 
(1939) reports cases of women who had great difficulty in accepting their 
femininity and, as an expression of this, sought breast amputation for trivial reasons, 
or band: aged their chest during the dev elopment of puberty. The same symbolism 
is expressed i in folklore, for example i in the story of the Amazons. 


The contradiction here is only apparent. There are indications that on a 
deeper level, corresponding to the primary process, the breast has a dual meaning, 
and that the cases reported here might well reveal a struggle for identification 
with the characteristic oscillation if sufficient analytical material had become 
available. Case No. 2 suggests this rather strongly; note, for example, the trans- 
ference dream about the purchase of fruit. That same dual meaning has already 
been observed by Renneker and Cutler (1952) in their study on women who 
suffered from cancer of the breast. In connection with the problems of rivalry 
and of identification it is noteworthy that a person’s body image is influenced by 
the body images of those he has incorporated (Scott, 1948). This is an observa- 
tion which should be followed up more closely on the basis of cases like the ones 


pr esented here. 


From a practical point of view, the cases reported here demonstrate that, 
within the context of a psychiatric syndrome, a woman’s preoccupation with the 
shape of the breast has always to be taken as a serious sign, even when there is an 
objective reason for such preoccupation. Moreover, our observation supports 
the demand to have a close cooperation between plastic surgeon and psychiatrist, 
even to the extent of having a routine psychiatric consultation of all patients who 
seek surgical intervention for cosmetic reasons (Updegraff and Menninger 1934, 
MacGregor and Schaffner 1950, Palmer and Blanton 1952). 

One might argue that cases like the ones reported here represent a negative 
selection since they have primarily come to the psychiatrist’s attention, and the 
symptom formed only one aspect of a psychiatric syndrome. Nevertheless, even 
from the history of these cases something is evident which corresponds to our 
general experience — namely that, during a phase of the patient’s life, the morbid 
preoccupation may very easily be the only surface symptom and the rest of the 
personality disorder may remain covered up. 


Hence, those who, as psychiatric consultants, see apparently “pure” surgical 
cases or cases in which the plastic surgeon entertains a doubt, should pay particular 
attention to the following features: overt signs of a poorly resolved oedipal 
conflict, of disturbed identification (with indications of unconscious homo- 
sexuality), an overt sister rivalry, and marked narcissism with a generally poor 
psychosexual adjustment. 
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Résumé 


Les preoccupations portant sur une partie du corps ont des significations 
psychologiques multiples. Sur le plan pratique le probleme se présente fréquem- 
ment aux specialistes en chirurgie plastique; chez certains malades les motivations 
névrotiques sont évidentes, chez d’autres des réactions anormales diverses font 
suite a l’opération. Sur le plan théorique ces préoccupations sont intéressantes 
a étudier du point de vue de l'image du corps dans sa signification dynamique. 

Notre étude porte sur six cas qui ont attire d’abord |’attention psychiatre. 
Tous ces cas different du point de vue phénoménologique et nosologique. Du 
point de vue dynamique, cependant, ces malades possédent des traits communs. 
Dans chaque cas se révéle une relation conflictuelle avec une soeur. Il s’agit 
soit d’une rivalité soit d’une identification troublée ou encore de ces deux choses. 
Dans les cas ou une investigation suffisante a été possible on trouve un complexe 
d’oedipe non résolu avec une identification féminine inadéquate. Tous nos 
malades présentent une immaturité dans la sphére psychosexuelle avec des traits 
narcissiques importants. Le sein a une signification bisexuelle. C'est a la lumiére 
de nos connaissances sur l'image du corps en général que nous avons fait cette 
étude. 


De plus nos observations confirment l’importance d’une collaboration plus 
étroite entre le psychiatre et le spécialiste en chirurgie plastique. De fait, toute 
intervention de chirurgie plastique pour des raisons purement cosmétiques dev- 
rait étre précédée d’une consultation psychiatrique, comme l’ont déja suggéré 
plusieurs auteurs. 
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THE EFFECT OF LYSERGIC ACID DIETHYLAMIDE (L.S.D.) 
ON SIZE CONSTANCY* 


T. E. Wecxowtrcz, M.B., Ch.B., D.P.M.2 


Size constancy in schizophrenic patients has been investigated by Raush‘*-®), 
Weckowicz), and Crookes). Raush has found that paranoid schizophrenics 
had increased size constancy compared with normals and other schizophrenics. 
He predicted that in other types of schizophrenia size constancy might be 
poorer than in normals, however the difference he found was not statistically 
significant. Weckowicz found that chronic hospitalized schizophrenics, had 
poorer size constancy than normals and other hospitalized mental patients. 
Crookes came to the same conclusion. 

Osmond and Smythies), have suggested that mescaline, L.S.D., and other 
psychotomimetic drugs produce perceptual and other mental ——_ similar to 
those found in schizophrenia. These authors regard the L.S.D. and mescaline 
induced psychoses as “model psychoses” for schizophrenia, further they suggest 
that schizophrenia may be produced by a toxic substance, likely an adrenaline 
metabolite, which acts in a similar way as L.S.D. or mescaline. This paper 


reports the results of a size constancy experiment carried out on 18 volunteers 
who took L.S.D. 


Size Constancy 
The literature on size constancy has been summarized elsewhere). It is 
sufficient to say that size constancy denotes the ability to perceive the size of 
an object stable within wide limits in spite of the change of the size of the 
retinal image with the distance from which the object is seen. 


The Sample: This experiment was carried out on 18 volunteers, mostly univer- 
sity students, who worked at the hospital as summer relief nurses, 9 males and 
9 females. Their mean age was 22 years (range 17-33). None of them had a 
history of mental disease. 


Method: 


(a) Apparatus: This consisted of a white-painted box, standing on a white 
painted table with a white screen behind it. A black rod (0.5 cm. in diameter) 
on the top of the box, could be adjusted to different heights (0-20 cm) from 
behind the screen. A second white screen in front of the box could be removed 
and put back again. 

There was another white table with a similar white box of similar size 
and shape and a similar black rod, whose height (0-20 cm.) could be adjusted 
by pushing a handle in the box. A chin support was fixed on the other side of 
this second table. 

A long corridor lit by electric light, was used. All external light was 
carefully excluded. In order that visual cues would not change a standard 
arrangement of all objects used was maintained. The subject sat at this table 
with his chin in the chin support and his hand on the handle for adjusting the 
rod on the top of the box 44 cm. in front of him. The other table was placed 
first at 7.5 m., and second at 15 m. from him. 


The experimenter sat behind the screen. The subject was told to adjust 
*Research supported by National Health Grants, Ottawa, the Rockefeller Foundation, New York, and 
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the black rod on the top of the white box in front of him to the same size 
as the other black rod, which he saw at a distance. He was told to use both 
eyes. The experimenter showed the sizes of the rod in standard order, different 
for 7.5 m. distance and 15 m. distance. Twenty sizes were shown at each 
distance. While the size of the rod was being changed the screen was put in 
front of the box to prevent the patient from seeing the movement of the rod. 
Che adjustments of the rod made by the patient were read and recorded by 
an assistant. Each adjustment was recorded in centimeters as an error, either 
plus or minus from the standard size display ed to the subject from the distance. 
(The accuracy was to one decimal point.) These errors were added up and 
the average error was calculated, which became the score for the subjects. The 
Standard Deviation of the twenty individual scores round the mean (the average 
error) was also calculated. 


(b) Procedure: Thirty-five gamma of lysergic acid diethylamide (L.S.D.) 
dissolved in a glass of distilled water (which was completely tasteless) or a glass 
of pure distilled water was given to the subject two hours before the experiment. 

A Latin Square design was used. Each subject was his own control, he 
was tested on three consecutive days. On one occasion he was given L.S.D., on 
two other occasions he was given pure water. He did not know on which oc- 
casion he took L.S.D. The order in which L.S.D. and pure water were given 
was randomized in blocks of three subjects. (In each block of three subjects, 
one subject received L.S.D., first followed by two occasions on which he 
received pure water; one subject received pure water on the first occasion, 
L.S.D. on the second occasion and pure water on the third occasion; and finally 
one subject receiv ed pure water on the first two occasions and L.S.D. on the 
third occasion.) 

After the experiment the subjects were asked to tell how they felt and 
whether they thought they had L.S.D. or pure water. All together 54 ex- 
periments w ere carried out. Thirty-six with pure water and 18 with L.S.D. 
The Results: 

Sixteen out of 18 subjects had a definite reaction to L.S.D. and could tell 
the occasion when they were given L.S.D. In some subjects the reaction was 
quite pronounced and lasted several hours. The table below gives the symptoms 
produced by L.S.D. and their frequency. 


TABLE 1 
Symptoms Frequency 
Auditory hallucinations wbabeules 3 
Visual hallucinations 2 
Delusional percepts. . . 1 
Other subjective disorders of visual perception 9 
Depersonalization 3 
Thought Disorder P a eres 8 
Paranoid Ideas 3 
OS RE eee Fe oer ey ee he ar ee ey 1 
I Hac liich srt a, aca ata. bik teracrarahal a ecard eek ada eras aie Rian Cae eee 3 
Elation. 3 
Flatness of Affect : ree 5 
Anxiety eka cick tatate ane 6 
Definite disorder of bodily image....................0-. si acetates tea aard 6 
Somatic sensory disturbance..................c0cceeees ; ES eee 10 


Tiredness ae eee ee 3 
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TABLE 2 


Distance 7.5 m. Distance 15 m. 


Average error 
L.S.D. Mean Water Mean L.S.D. Mean Water Mean 


+0.4661 +0.2302 +0. 3866 +0.0738 


Standard Deviation of 
intra-individual error 1.19 0.98 1.29 1.31 


As it is seen from the table even such a small dose of L.S.D. as 35 gamma 
gives a whole array of mildly psychotic symptoms. 

Table 2 presents the results of the experiments with size constancy. 

The only significant difference, is that between Standard Deviation (Scatter) 
of the intra-individual error at the distance of 7.5 m. (The difference of means 
is 0.21, “t” = 2.1875, 0.05 > p > 0.01.) In order to check whether this “te”? was 
due to chance an analysis of variance for Standard Deviations of the intra- 
individual error at the distance of 7.5 m. was carried out. (The results of 
which are summarized in Table 3.*) 


Discussion 

Both after taking L.S.D. and after taking pure water the subjects over- 
estimated the size of the rod at each instance, thus showing a tendency to 
over-constancy. This over-estimation was slightly higher for both distances 
after L.S.D., than after pure water, although the difference is not statistically 
significant (7.5 m., t = 0.7729, 15 m., t = 0.8167). 

There was a significant difference in the intra-individual scatter of error 
at the shorter distance, after taking L.S.D. (It will be remembered that each 
subject made twenty estimations of the size of the rod at each distance during 
each experiment.) Thus, although taking L.S.D., did not influence size con- 
stancy, it influenced the scatter of the individual assessments. This latter finding 


TABLE 3 


ANALYSIS OF VARIANCE OF S.D., OF THE INTRA-INDIVIDUAL ERROR AT THE 7.5 m. DISTANCE 


Source of Varience Sum of Square df. Mean Square F. 
Subjects 2.1567 17 0.1268 : 
Days 0.0136 2 0.0068 
Medication. 0.5097 1 0.5097 4.9486 
Residual** 3.3991 33 0.1030 (0.05>p>0.01) 
Total. . 6.0791 53 ated 


®*The variability compared is the intra-individual variability, the variability of performance of each 
individual at each testing session and not the inter-individual variability, therefore the “F” test is not 


applicable. An objection could be raised that Standard Deviation is not a suitable measure of 
Variability for obtaining a mean value of variability and for the use of “t” test; and that Average 
Deviation would be more suitable for this purpose. However according to Snedecor (7), the distribution 


of Standard Deviation differs only negligibly from the normal distribution and therefore the assumption 
of the normality of distribution can be made. As the measurements are in the same scale, and as the 
difference in means is negligible there is no need to use Coefficients of Variation. 

**The residual mean square was taken as the error term. 
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agrees with Boardman, Goldstone and Lhamon’s findings), that the intra- 
individual variability of the interval estimations increases in volunteers who 
took L.S.D., although there is no tendency to over-estimation of time-intervals, 
which they have found in schizophrenics. These workers did not find any 
increase in the intra-individual variability in performance of schizophrenic 
patients, however, Weckowicz), has found that schizophrenic patients apart 
from impaired size constancy, show also a higher intra- individual variability 
of performance, than do normals and non- schizophrenic patients. The difference 
between intra-individual variability, reported in this paper occurred only at a 
shorter (7.5 m) distance, it did not occur at the longer (15 m.) distance, the 
reason for that may be an overall greater variability of performance at the 
longer distance, masking the effect of L.S.D. 

The results are inconclusive. While 35 gamma of L.S.D. failed to produce 
impaired size constancy one finds in schizophrenics, it did produce increased 
intra-individual variability of performance, which occurs in these patients. 


A tentative explanation for this is that before a homeostatic mechanism is 
put out of action or starts functioning at a different level it shows increased 
“oscillation” round the level, which it “tries” to maintain. Thus the homeo- 
static mechanism responsible for size constancy, when affected by a noxious 
agent, shows first an increased variability of performance and then breaks down 
all together. The Effect of L.S.D. in ‘the doses given in this experiment, and 
perhaps early schizophrenia could be compared w ith the first stage, and chronic 
schizophrenia with the second stage of this process. Our study of L.S.D. 
experiences suggests that larger doses of L.S.D. might produce an impairment of 
size constancy, but would make experimentation extremely difficult on account 
of reduced cooperation. 


Summary 


1. An experiment of size constancy has been carried out on 18 volunteers who 
took 35 gamma of L.S.D. 


2. The subjects served as their own controls. 


3. The effect of L.S.D. was an increase of the variability of performance of 
each individual. 
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Resumé 
1. On a étudié chez 18 volontaires les modifications dans l’appréciation de 
la constance dimensionnelle (size constancy) aprés administration de 35 gamma 
de la diéthylamide de l’acide lysergique. 
2. Les sujets eux-mémes ont été utilis¢és comme leur propre témoin. 
3. L’effet de l’acide lysergique apparut étre une variabilité accrue de la 
performance de chaque individu. 
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Proceedings of the 9th Aunual Meeting 


CANADIAN PSYCHIATRIC ASSOCIATION 


The Ninth Annual Meeting of the Association was held at the Chateau Laurier in 
Ottawa at 2.30 p.m. on June 5, 1959. As Dr. Cameron was ill at the time, Dr. Lawson 
was in the chair. Approximately 75 members were present. 


Dr. Lawson, during his introductory remarks, referred to the changes made a year ago 
in the method of electing officers for the Association and as there had been some concern 
about the absence of choice in the election of officers undertook to see that this matter 
was given further careful consideration by the Board of Directors during 1959-60. 


Minutes of Last Annual Meeting 


Moved by Dr. Goddard, seconded by Dr. Silverman, that the minutes of the last 
meeting be taken as read. Motion carried. 


Report of Board of Directors 


I have the honour to present the Annual Report of your Board of Directors. This 
report will be somewhat more comprehensive than in previous years but very few committee 
reports will be presented in detail today. In this way it is hoped to keep you fully informed 
of the activities of your Association while at the same time leaving more opportunity for 
discussion of those items which are of immediate interest. 


Since the last Annual Meeting, the Board of Directors has had three meetings. 


he first of them took place in Halifax on June 21, 1958. At that time the financial 
state of the Association was carefully reviewed and the President was authorized to appoint 
an Ad Hoc Committee on Budget “to review the whole financial structure of the Association 
and to make recommendations regarding same”. New committees on Child Psychiatry and 
Mental Deficiency were also authorized at that time. There was a brief discussion on the 
state of Mental Health Services in Prince Edward Island and of the proposed survey of 
Mental Health Services in British Columbia. 


The second meeting took place in Ottawa on Thursday, January 15, 1959. Ten members 
of the Board, 4 alternates and 11 committee chairmen were present. The report of the 
\d Hoc Committee on Budget appointed subsequent to the June meeting was considered 
in detail. This report was approved by the Board of Directors and is now presented for 
your consideration. 


[he present exclusion of mental hospitals under federal-provincial hospital insurance 
programs was considered in detail. As a result of these discussions a special committee was 
appointed to review this matter. 


Representations from the Nova Scotia Section of C.P.A. was considered and a Com- 
mittee on Psychiatric Economics was appointed. 


\ year ago approval was given to the principle of C.P.A. inviting the World Congress 
of Psychiatry to hold the next International Congress for Psychiatry in Canada. Your 
Directors in January endorsed an application from McGill University to act as host for the 
next Congress. Your Association will have no financial commitment in respect of the 
Congress but will cooperate fully in other respects. The Planning Committee has now 
informed us that the Congress will be held June 4-10, 1961 in Montreal. 


Many of you will recall the First Canadian Mental Hospital Institute which was held 
in Toronto in 1958. Consideration is now being given to a Second Institute and the Board 
would welcome any suggestions regarding the time, place and program content of such an 
institute. 


Che third meeting of your Board was held yesterday. Seven members of the Board, 
4 alternates and 7 committee chairmen were present. 


The report of the Ad Hoc Committee on Budget was again reviewed in detail and the 
Board now endorses its recommendation that the fees for active members be $10.00 and 
for Associate members $3.00 with effect January 1, 1960, 
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The House Committee, consisting of Dr. Hefferman as Chairman and Doctors Chalke 
and Blair as members, is now actively developing plans for an office in Ottawa. It is 
hoped that this office will be in operation by January 1 next. In this connection, the Board 
of Directors has appointed Dr. Blair as Honorary Assistant Secretary and a number of the 
secretarial, treasury and journal functions will be combined in this one office. 


As many of you know, Dr. Cameron, our President, and Dr. Hobbs, our immediate 
Past President, are both in hospital. We understand that they are both making satisfactory 
progress. A telegram was sent to each of them on your behalf this morning. 

The report of the special Committee on Hospital Insurance was received. As a result 
of their recommendations and further consideration yesterday, it is proposed to again 
request an interview with the Minister of National Health and Welfare to request further 
consideration of the present exclusion of mental hospitals from the federal provincial hospital 
insurance program. 

The subject of Psychiatric Economics, including salaries, is being kept under review 
and as much information as possible is being collected in collaboration with other interested 
groups. No specific recommendations have as yet been made. 

The Committee on Psychiatric Education reports that our recommendations of last 
year regarding the approval of hospitals has now been accepted. Effective July 1, 1960, 
the present approval of hospitals will be withdrawn and only hospitals participating in a 
coordinated university postgraduate training program will be approved. Our recommenda- 
tions regarding training for certification have not yet been accepted. The Royal College 
of Physicians and Surgeons is also considering the advisability of combining the certification 
and fellowship examinations at some future date. Your Board of Directors had endorsed 
the recommendation of our Committee that both qualifications should be continued and 
that our previous recommendations regarding certification should be accepted. The Com- 
mittee also recommends that the Fellowship in Medicine as modified for psychiatry is not 
acceptable and should be replaced by an examination which would explore in depth the 
candidate’s psychiatric knowledge. Such an examination should be formulated and admin- 
istered by a group in which psychiatric opinion predominates. The Board of Directors 
proposes to pursue this matter with the Royal College. 

Requests for affiliation have been received from: 

The New Brunswick Psychiatric Association 

The Quebec Psychiatric Association 

The Ontario Psychiatric Association 

The Section of Neuro-Psychiatry of the B.C. Medical Association 
Your Board’ recommends that these be approved. 

The Committee on Child Psychiatry, chaired by Dr. Taylor Statten, decided to hold 
a one-day meeting at which time there would be an opportunity for those working in that 
field to explore all matters of interest to them. This meeting was held yesterday and a 
brief report is anticipated later this afternoon. 

The Liaison Committee with C.M.A. has had an active year during which a number 
of important matters related to general practitioners, their training, their role in the 
treatment of psychiatric conditions, and internships were explored. This relationship with 
the C.M.A. and College of General Practice appears to be harmonious and fruitful. 

In response to requests from some of our members, a Committee on Mental Deficiency 
was appointed to consider our role and responsibilities in this area. A progress report has 
been received but no specific action has yet been recommended. 

During the past year legislation having to do with the qualifications of psychologists 
has been under consideration in Ontario. Our Committee on Relationships with Clinical 
Psychologists has kept this under review. We have cooperated with the Ontario College 
of Physicians and Surgeons regarding this matter and will continue to do so. 

Dr. McNeel’s Committee on Standards and Accreditation is actively pursuing the 
development of Standards for Mental Hospitals in Canada and exploring means of financing 
surveys of mental hospitals. Many of you have received requests for information about 
these standards. The Directors have also requested this Committee to concern itself with 
Psychiatric Units in General Hospitals. 

\ number of other important matters have been considered by your Directors but 
no specific recommendations are made at this time. We continue to receive excellent 
cooperation from a number of other national organizations and our delegates to General 
Council of C.M.A. and S.P.C. of C.M.H.A. keep us informed of important activities in 
these associations. 
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Your officers and Committee Chairmen will be very glad to discuss any of these matters 
further and in greater detail. I would again like to thank the members of the Board, 
Committee Chairmen and other members of our Association for the excellent cooperation 
I have received during the past year. 

[he report of the Board of Directors was presented by the Secretary. It was moved 
by Dr. Roberts, seconded by Dr. Christie, that the report of the Board of Directors, 
including all of the recommendations contained therein, be accepted. Motion carried. 


. 7 . * 
Treasurer’s Report 


Statement of Operations 
January 1, 1958 — December 31, 1958 


Bank Reconciliation: 


Bank Balance as per Bank Statement (Dec. 31, 1958) 3,178.84 
Statement of Receipts and Disbursements: 

Balance at December 31, 1957 2,029.30 

Receipts for year 1958 3,108.69 

5,137.99 

Expenditures for year 1958 ; 1,959.15 

Balance at Dec. 31, 1958 : $3,178.84 
Revenue 1958 3,108.69 
Expenditures 1958 1,959.15 
Excess Revenue over Expenditures $1,149.54 

Certificate 


| have audited the books and accounts of the Canadian Psychiatric Association for the 
year ended December 31st, 1958, and certify that the balance sheet is, in my opinion, drawn 
up so as to show a true and correct view of the affairs of the Association as at December 
sist, 1958, according to the best of my knowledge information submitted to me and as 
shown by its books of account. 


r. E. Dancey, M.D. Albert Guenette 
Auditor, Treasury Representative 
Canadian Psychiatric Association Ste. Anne de Bellevue, P.Q. (Canada) 


The Treasurer’s Report including the auditors’ statement was presented by Dr. Hamilton. 
It was moved by Dr. Hamilton and seconded by Dr. Goddard that this report be accepted. 
Viotion carried. 


* * . 


Report of Membership Committee 


lotal \ctive Assoc. Life Honorary | New 1958-59 
Newfounland 15 8 7 4 
P.E.I 3 3 0 
N.S 21 20 1 6 
N.B 18 18 7 
Quebec 118 113 5 18 
Ontario 231 222 4 3 2 50 
Manitoba 20 18 1 1 3 
Sask 45 39 6 8 
\lberta 26 26 0 
B.C 39 36 1 2 2 

536 503 25 4 4 98 
Other 32 30 1 1 

568 533 26 4 5 98 


\pplications Pending 1 June 1959—11. 
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As Dr. McNair was unable to be present, his report was presented by the Secretary. 
It was moved by the Secretary, seconded by Dr. Silverman, that this report be accepted 
and that the thanks of the Association be conveyed to Dr. McNair and his Committee. 
Motion carried. . 


Report of Scrutineers 


This report was presented by Dr. Scott who moved its acceptance, seconded by Dr. 
Statten. Motion carried. 


* * * >. 


Report of Nominating Committee 


This report was presented by the Secretary in the absence of the Chairman of the 
Committee. Motion for adoption by the Secretary, seconded by Dr. Goddard. Motion 
carried. 


* : * . 


Requests for Affiliation 
Requests for affiliation having been received from Provincial Psychiatric Organizations 
in New Brunswick, Quebec, Ontario and British Columbia and these having been favourably 
considered by the Board of Directors, it was moved by the Secretary, seconded by Dr. 
Chalke, that these requests for affiliation be approved. There was some discussion about 
the relationship of C.P.A. to the Section of Neuropsychiatry of the British Columbia 
Medical Association and this point having been clarified, the motion was carried. 


* * * * 


Rules and Regulations 


It was moved by Dr. Yonge, seconded by Dr. Lawson, in accordance with the recom- 
mendation of the Constitution Committee that: 
1. A list of rules and regulations supplementary to and compatible with the objects and 
by-laws of the Association be established and that this list be expanded or amended from 
time to time by subsequent annual meetings. 
2. That the President of any year be the President-Elect of the previous year. 
3. That successive Board of Directors reappoint chairmen of committees each year for 
a total of three years tenure unless the specific project is completed earlier or unless in 
the opinion of the Board of Directors a project is not showing satisfactory progress. 
4. Active members shall pay an annual fee of $10.00 and Associate members an annual fee 
of $3.00 effective January 1, 1960. Motion carried. 


Votes of Thanks 


Dr. Chalke, seconded by Dr. Christie, moved that a vote of thanks on behalf of the 
Association be extended to the following for assistance with the present annual meeting, 
Department of Health, Ontario, Department of National Health and Welfare, The City of 
Ottawa, The University of Ottawa, Charles E. Frosst and Co., Geigy Pharmaceuticals, Home- 
wood Sanitarium, Harterre House. Motion carried. 

It was moved by Dr. Goddard, seconded by Dr. Jones, that a vote of thanks be 
extended to Dr. Chalke and his Program Committee for the excellent work which had 
been done in connection with the annual meeting. It was moved by Dr. Silverman, seconded 
by Dr. Scott, that the meeting record our appreciation of Dr. Cameron’s services and for 
his active and dynamic leadership during recent years and that our sympathy and best 
wishes be conveyed to him at this time. Both motions carried. 


Report of the Committee on Child Psychiatry 


A Meeting of this committee was held Tuesday, June 4, 1959, with Dr. Taylor Statten 
in the chair and Dr. Angela Hefferman as Secretary. 

The morning session was an open scientific meeting which was attended by 120 members 
and guests. Scientific papers were given by Dr. E. J. Rosen of Toronto, Dr. Alastair 
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MacLeod of Montreal, Dr. J. L. Asselstine of Winnipeg, Dr. J. A. Tyhurst of Vancouver, 
Dr. Denis Lazure of Montreal, Dr. J. B. Boulanger of Montreal, Dr. J. Rich of Thistletown, 
Dr. H. F. Frank of Smiths Falls, Dr. Hyman Caplan of Montreal, Dr. Nathan Epstein of 
Montreal. 


The afternoon session was a business meeting and 43 members of the Committee attended. 
[wo main topics were discussed: 1. Organization of Child Psychiatry within C.P.A. 2. 
Problems in Teaching and Training of Child Psychiatrists. Doctors Asselstine, Dunsworth, 
Frank, Lazure, Rosen and Scott served as a panel which initiated a lively discussion on the 
subject of organization. Doctors Caplan, Hawke, Hefferman, and Sloane served on a panel 
to outline the problems in training, teaching and standards. Many varying ideas and 
opinions were expressed by the panelists and members from the floor. It was obvious that 
there was much interest in this subject and that it could be discussed again at a future 
meeting. 


The day ended with a Dutch Treat Cocktail Party and a dinner sponsored by Harterre 
House. 

\ resolution was proposed by Dr. Clifford Scott, seconded by Dr. E. J. Rosen, and 
passed by a vote of 42 to 0 instructing the Chairman to ask the Board of Directors of C.P.A. 
to form a Standing Committee on Child Psychiatry at the next meeting of the Board of 
Directors. 

[his report having been presented to the Association, it was moved by Dr. Scott, 


seconded by Dr. Rosen, that the report be accepted and referred to the Board of Directors 
for further consideration. Motion carried. 


1960 Meeting, C.P.A. 
Dr. Guild of the Alberta Psychiatric Society extended a warm invitation to C.P.A. 


to hold its meeting next year in Banff at the time of the C.M.A. annual meeting. This 
invitation was unanimously accepted. 


Adjournment 


Moved by Dr. Clancey, seconded by Dr. Goddard, that the meeting be adjourned. 
Motion carried. 
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REQUIRED 


Experienced Psychiatrists 
for Senior Posts 
with the 
Psychiatric Services 
Saskatchewan Department of Public Health 


There are a number of openings in mental hospitals, psychiatric 
wards of general hospitals, and mental health clinics for psychiatrists 
qualified to supervise general areas of the services provided by such 
facilities. Most of the appointments will be made under classification 
Senior Psychiatrist (salary range $9,180 - $11,172) for which the mini- 
mum qualifications include certification as a specialist by the Royal 
College of Physicians and Surgeons of Canada or, alternatively, the 
Diploma in Psychological Medicine and significant, diversified training 
and experience over a period of at least five years. 


Suitable applicants will find that promotional opportunities occur 
rapidly in the expanding community, hospital and research programs. 
Such promotions may be to higher ranking positions in the mental hos- 
pitals, or to directorships of community out-patient clinics or psychiatric 
wards of general hospitals. Transfers within the Service to positions 
suited to the particular interests and aptitudes of the psychiatrist can 
usually be arranged with little delay. 


Detailed information about these openings in a growing and pro- 
gressive program may be obtained by writing to the Director of Psy- 
chiatric Services, Provincial Health and Welfare Building, Regina. 
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TRAINING IN PSYCHIATRY 
AT 
MecGILL UNIVERSITY 


The Department of Psychiatry, McGill University, Montreal, has 
a limited number of openings for training, and applications are now 
being considered for July 


Applicants must have graduated from an approved medical school 
and have had a general internship of one year. 


The four-year Diploma Course provides general basic preparation 
during the first two years. The last two vears provide special patterns 
of instruction for those: 


(a) planning to enter the field of general hospital, community or 
university psychiatry, 
(b) preparing themselves for a career in child psychiatry; 


(c) intending to enter the field of research psychiatry. 


Credit may be allowed for previous training. 


Shorter periods of instruction may be arranged, as well as instruction 
in special fields. 


Training in psychoanalysis also may be undertaken within the 
Department ia Psychiatry by suitably prepared candidates. Separate 
application for this training is required. 


The Department of Psychiatry of McGill University is granted full 
recognition in respect of the two years experience required by the 
regulations for admission to the Diploma In Psychological Medicine, in 
England. 


All those accepted for training are assigned to one of the seven 
teaching centres in Montreal. These positions carry with them board 
and lodging or, in lieu of lodging, a living-out allowance, together with 
and honorarium ranging from $85. to $200. a month, depending upon the 
clinical position to which the applicant is assigned. For those in the 
advanced years of the Course, clinical positions carrying higher salaries 
are often available. In several centres, additional emoluments of $2400. 
a year are available, mainly in the form of bursaries, these being issued 
subject to certain conditions, information on which will be given on 
request. , 


Applicants should write to the Chairman of the Department of 
Psychiatry, McGill University, Montreal, Canada. 
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NARCOTIC ADDICTION FOUNDATION OF 
BRITISH COLUMBIA 


FULL-TIME PSYCHIATRIST-DIRECTOR 


The Foundation is a private health agency, financed by a Provincial 
Government Grant, and operates an out-patient clinic and residential 
treatment and rehabilitation centre for narcotic drug addicts who seek 
treatment on a voluntary basis. 


Qualifications 


Certification in Psychiatry by the Royal College of Physicians and 
Surgeons of Canada or the American Board of Psy chiatry, or their equiv- 
alent, and preferably with some experience in socio- psy chiatric research. 


Duties 


The Director is responsible, administratively and clinically to the 
Board of Directors for the program of treatment, rehabilitation, educa- 
tion and research, which are the fundamental objectives in this present 
study. He will act as leader of a therapeutic team, including a psycholo- 
gist, social workers, psychiatric nurses, and other auxiliary personnel, 
and will have the assistance of an administrative staff. 


The program will be one of gradual expansion, and will include 
long-term follow-up of patients accepted for treatment and rehabilitation. 
Remuneration 

Commensurate with qualifications and experience and open to nego- 
tiation. 

Replies 

Direct replies to the President, Narcotic Addiction Foundation of 

B.C., 835 West 10th Avenue, Vancouver 9, B.C. 


Further information supplied on request. All communications treated 
as confidential. 











TRAINING IN PSYCHOANALYSIS 


The Canadian Psychoanalytic Society (a component of the International 
Psycho-Analy tical Association) provides training in the theory and prac- 
tise of psy choanaly sis. The course, which is part- -time, is compatible with 
professional work in the Montreal or Toronto area; it lasts a minimum 
of four years and comprises personal analysis, clinical work under super- 
vision, lectures and seminars. For prospectus and further information, 
application should be made to the Secretary, Committee on Education, 
Canadian Psychoanalytic Society, 4342 Sherbrooke Street W., Montreal. 
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REQUIRED 


ASSISTANT or ASSOCIATE PROFESSOR of Psychiatry for Queen’s 
University, Kingston, Ontario, required. This position will be that of 
geographical consultant with a salary and rank according to experience 
and qualifications (within the range $7,700 to $10,200) and private con- 
sulting privileges. Applications to R. Bruce Sloane, M.D., Department 


of Psychiatry, Queen’s University, Kingston, Ontario. 


ASSISTANT or ASSOCIATE PROFESSOR in CHILD PSYCHIATRY 
required for Queen’s University, Kingston, Ontario. This position will 
be that of geographical consultant with a salary (within the range $7,700 
to $10,200) according to experience and qualifications and private con- 
sulting privileges. Applications to R. Bruce Sloane, M.D., Department 
of Psychiatry, Queen’s University, Kingston, Ontario. 


LECTURER IN PSYCHIATRY required for Queen’s University, King- 
ston, Ontario. Salary (within the range $6,000 to $8,000) and consulting 
privileges, according to experience and qualifications. Applications to 
R. Bruce Sloane, Department of Psychiatry, Queen’s University, King- 


ston, Ontario. 








BALDPATE, Ine. 


Geo. Fleetwood 2-2131 Georgetown, Mass. 


Located in the hills of Essex County, 30 miles north of Boston 


For the treatment of psychoneuroses, personality 
disorders, psychoses, alcoholism and drug addiction. 


Definitive psychotherapy, somatic therapies, pharmacotherapy, milieu-therapy 
under direction of trained occupational and recreational therapists. 


Harry C. Sotomon, M.D. Georce M. Scutomer, M.D. 


Consulting Psychiatrist Medical Director 














In the Treatment 
of Depressive States 


Tofranit Thymoleptic 


The Dawn of a New Era 


An entirely new compound originated in the Geigy research 
laboratories 

Specific for the treatment of depression.'~! 

Effective in 70-85% of cases 

Successful in even the most profound and chronic cases*-*-? 
Virtually devoid of serious side-reactions 

Minimizes the need for electroconvulsive therapy 

May be administered by either oral or intramuscular routes. 


Indications for TOFRANIL include 
Endogenous Depression Reactive Depression 
Involutional Melancholia Senile Depression 


Depression Associated with Organic and Psychiatric Syn- 
dromes 


Dosage : Treatment should be commenced with 75 mg. daily 
(3 tablets) in divided doses increasing as necessary to 250-300 
mg. (hospitalized patients) or 200 mg. (out-patients and 
hospitalized patients over 65) daily 

The properties of Tofranil, which can best de described as 
Thymoleptic ( @uos, soul ’ change or effect) or 
“mood regulating’, place it in a new category of psycho- 
therapeutic drugs. It represents a real advance in the treat- 
ment of depressive states 


Availability : Tofranil (Imipramine Hydrochloride) is avail- 
able as 25 mg (sugar-coated) tablets, bottles of 100 and 
1,000; 25 mg 2 ml ampoules, boxes of 10 and 50. 


Reference 
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eigy PHARMACEUTICALS 
vision ot Gergy (Canada) Limite 
2626 Bates Road, MONTR_AL 26 
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